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A piscussion of the results of surgery of valvular 
lesions refers implicitly to the following three 
aspects: (1) surgical mortality rate; (2) the im- 
mediate functional evaluation; and (3) the late 
functional evaluation, including the vital prognosis. 


The mortality rate, among other factors, is an 
important consideration in recommending an 
operation to a patient, but this factor, which seems 
to appeal more to the surgeon’s conscience than 
to the patient, is not well defined. In mitral stenosis, 
for example, a mortality rate of 30% was con- 
sidered acceptable 10 years ago; today a mortality 
rate above 10% is not justifiable. On the other hand, 
we accept a mortality rate of 30% for other lesions, 
such as aortic insufficiency or mitral regurgitation. 
It is evident that the criteria of an acceptable risk 
are a compromise between the severity of the 
lesion and the technical difficulties involved in its 
correction, They also reflect the knowledge and 
the ability of the surgeon with respect to a specific 
lesion. With this in mind, we believe that the con- 
cept of the mortality rate is useful, whenever it 
refers to a specific medical centre at a given time, 
and provided certain mathematical manipulations 
of doubtful scientific value are not considered. 
This, of course, does not exclude the possibility 
of completing the picture by a general view of the 
problem, comparing such results with those from 
other centres. In this way, the risks may be 
evaluated in a broad sense and specifically with 


respect to a definite surgical centre. . 


In the majority of the postoperative studies the 
evaluation of results is usually based on a com- 
parison of the symptoms and, above all, the degree 
of functional capacity before and after operation. 
The objective changes are more difficult to evaluate 
and sometimes do not parallel the subjective im- 
provement. The immediate results are different 
from the long-term results. Long-term foHow-up 
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studies may in the future enable us to establish 
the third aspect of the results, namely the vital 
prognosis. At the present time it is not possible 
to offer conclusions on this important aspect of the 
operative results, except in the case of a small 
number of specific lesions. This incapacity is due 
to the facts that results have been reported for 
only short postoperative periods and that we lack 
comparative studies of patients treated medically 
and reported in terms of modern therapeutic 
criteria. The results, particularly the vital prognosis, 
are related to the function of the heart which 
depends on the new condition of ‘the valve and 
also to the state of the myocardium which has also 
suffered from. the rheumatic process. 


MITRAL STENOSIS 


The first valvular lesion to be operated on suc- 
cessfully was mitral stenosis. In 1925, Sir Henry 
Souttar of London successfully operated upon a 
young girl, opening the mitral valve by introducing 
a finger in the left auricle. This intervention was to 
remain unique for more than 20 years, until 1948, 
when Brock of England and Bailey of Philadelphia 
repeated Souttar’s technique with the added ad- 
vantages of contemporary anesthesia. Since then, 
more than 12,000 patients have undergone mitral 
commissurotomy in the last 12 years. 

From February 1950 to August 1960, we recom- 
mended mitral commissurotomy to 620 patients. 
The majority of these patients were subsequently 
examined once a year. The total surgical mortality 
rate has been 6.9%; this figure, however, was 
definitely lower in the second half of the series, 
where it was less than 4%. We have separated 
the results into those that were satisfactory and 
those that were unsatisfactory. Patients capable 
of leading a normal life were included in the 
first group. Patients not improved or who were 
worse after the operation were considered in the 
second group. The immediate results were satis- 
factory in 87% of the first 427 patients with a 
follow-up of sufficient duration. 

In analyzing the causes of the unsatisfactory re- 
sults, mitral regurgitation created at surgery with 
resultant cardiac failure was found to be re- 
sponsible in 32.3%. The high incidence of this 
complication is not related only to technical errors, 
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such as the production of a tear in a valvular leaflet 
or a rupture of a chorda tendinea, accidents which 
occurred mostly in the early period of this opera- 
tive procedure. We believe that this complication 
now is mainly due to the structural changes of the 
mitral valve, particularly to its extreme calcifica- 
tion, which prevents competent closure as well as 
dynamic opening in spite of an adequate ana- 
tomical commissurotomy. 

Postoperative mitral insufficiency and inadequate 
mitral opening were responsible for 44.6% of the 
unsatisfactory results. The remaining causes were 
systemic embolism with resultant hemiplegia, 


associated bronchopulmonary lesions and, in young ** 


patients, rheumatic fever reactivity, These results, 
which are similar to those reported by other 
centres, show that in the majority of patients, 
mitral commissurotomy improves and frequently 
eliminates all of the symptoms produced by mitral 
stenosis. On the other hand, the results based on 
objective means of evaluation do not quite parallel 
those obtained from subjective evaluation. It is 
well known today that, in a great number of pa- 
tients, the auscultatory signs, the electrocardiogram 
and the roentgenogram of the heart do not show 
changes at all or do so but slightly after com- 
missurotcmy. This important gap between the re- 
sults based on subjective evaluation and those de- 
pendent upon objective means of comparison has 
suggested that the improvement was entirely or 
partly psychogenic in origin. The interpretation 
seems true for certain patients, who returned to 
their preoperative status after having shown 
marked improvement for some time. Experience, 
however, has shown that this short-term improve- 
ment is not imaginary; in fact, even a slight open- 
ing of the mitral valve to a diameter of 1.5 cm. 
is sufficient to relievé the patient’s dyspnea and to 
prevent acute pulmonary edema. Such an in- 
complete opening, however, is inadequate, and a 
dynamically subnormal valve with practically all 
the signs and characteristics of a tight mitral 
stenosis remains. In those cases commissurotomy 
really improved the symptomatology in the post- 
operative period but the duration of this favourable 
state was usually limited and of short duration. 

From these facts may be derived the following 
two conclusions: 

1. Mitral commissurotomy successfully relieves 
symptoms in the majority of selected patients. The 
degree and duration of the results are proportional 
to the degree of opening of the orifice and to the 
improvement in the dynamics of the valve. 

2. Poor results are observed in a small per- 
centage. In these cases, the usual surgical tech- 
niques are limited by the structural changes of a 
valve which is not amenable to correction, by the 
hazard of peripheral emboli, and by the poor state 
of a myocardium which cannot cope with the 
slightest mitral regurgitation resulting from com- 
missurotomy. 
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We believe that certain patients, improved at 
the outset, will eventually join the unsatisfactory 
group; this short-term improvement is felt to be 
due to the inadequacy of the opening. 

So-called re-stenosis, which has been reported 
with alarming frequency in recent years, appears 
to be in reality due to an inadequate functional or 
anatomical opening from the outset. True re- 
stenosis following rheumatic fever reactivity can- 
not be definitely excluded, since its presence is 
difficult to prove: but its incidence seems low. 
So-called re-stenosis was found in 2% of our 
series. Its incidence in other studies varies between 
1.7 and 5%. 

The value of commissurotomy in lengthening the 
life expectancy of patients with mitral stenosis is 
not clear, Although we are convinced that mitral 
commissurotomy relieves symptoms in a high per- 
centage of cases, it is not certain that the life 
expectaney of these patients has been altered. In 
other words, what is the life expectancy of such 
patients who are not operated upon? 

It seems evident that certain forms of mitral 
stenosis are compatible with a fairly long life. 
There are examples in the literature of exceptional 
longevity, such as patients over 70 years of age 
who have lived 10 years or more with demonstrable 
right ventricular failure, 

On the other hand, it has been shown, from an 
autopsy-confirmed study, that the average age at 
death of patients with a tight mitral stenosis 
(diameter less than 1.5 cm.) was 35 years, and for 
patients with a larger mitral orifice, 49 years. 

The prognosis for patients with mitral stenosis 
appears to be related, then, to the degree of stenosis, 
and it is apparent that commissurotomy, by reliev- 
ing pulmonary congestion, improves and prolongs 
the life expectancy of patients with the severe form. 
For patients with the.mild form of mitral stenosis, 
it is our opinion that good medical care, such as is 
given to post-commissurotomy patients, may offer 
equal advantages without the risks of a cardiac 
operation. 


Aortic STENOSIS 


Aortic stenosis is another valvular lesion which 
has been a challenge to surgeons. Although mitral 
and aortic stenosis are both characterized by sten- 
otic valvular involvement, they present many 
fundamental differences. Aortic stenosis is well 
tolerated for many years in contrast to mitral 
stenosis, which is complicated in its course by early 
manifestations of pulmonary. venous hypertension. 
This relatively good tolerance of patients with 
aortic stenosis is due to the fact that the strong 
myocardium of the left ventricle manages the 
burden relatively well, at least for a longer period, 
whereas in mitral stenosis the left atrium cannot 
do so. In mitral stenosis, the resulting pulmonary 
venous hypertension, with its usually patho- 
gnomonic acute symptomatology, is an indication 
for surgery. The problem is not entirely the same 
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in the case of aortic stenosis. The symptoms and 
signs enable a correct diagnosis, but as to the 
indications for operation one has to consider the 
following alternatives: whether to operate upon 
an asymptomatic patient because of the hazard of 
sudden death, which is frequent in such cases, or 
to wait until symptoms of coronary insufficiency 
and left ventricular failure have appeared, bearing 
in mind that when the patient has reached that 
stage of the disease, the operative results are not 
usually as good, Although many patients are 
symptomatic when referred to us, others in whom 
the diagnosis has been made during a routine 
school or insurance examination are still entirely 
free of symptoms. In these asymptomatic patients, 
the pressure gradient between the left ventricle 
and the aorta is sometimes useful in determining 
whether or not operation should be considered. 
This criterion, like other quantitative criteria used 
in the practice of medicine, is arbitrary, particularly 
if borderline values are considered. The life ex- 
pectancy of patients with a gradient of 50 mm. Hg 
across the aortic orifice is not known and the 
specific gradient necessarily associated with a bad 
prognosis has not been established. Nevertheless it 
is believed that a gradient in excess of 50 mm. Hg 
may not be well tolerated, and in a prophylactic 
sense, operation may be recommended in these 
cases. 


Twenty patients with isolated rheumatic aortic 
stenosis have been operated upon at the Institute 
during the past six years. Their mean age was 39 
years; 85% had angina pectoris and 55% had 
episodes of syncope. Hemodynamic investigations 
were made in 55%, whereas in the others the 
indications were based on clinical data. 

Sixteen patients (80% ) were operated upon by 
the transventricular approach and four (20%) by 
the transaortic technique. The stenosed aortic valve 
in 19 was calcified (95%). Seven patients died 
during or immediately after operation, a surgical 
mortality of 35%. One patient died 14 months 
postoperatively, and in another the postoperative 
period is still too short to assess the result. 

Ten patients (76.9%) have beer definitely im- 
proved, whereas the condition of one has remained 
unchanged. 

- It appears that aortic stenosis may be operated 
upon successfully and that the immediate results 
are satisfactory in the majority of cases, but in com- 
parison with mitral stenosis this improvement is 
at the price of a much greater mortality rate. The 
high mortality rate results from several factors, 
such as the severe structural changes of the valve 
with its fused commissures and extensive calcifica- 
tions, coronary insufficiency and left ventricular 
failure. Considering the result thus far obtained 
at the Institute in a group of patients with con- 
genital aortic stenosis operated upon with ‘the aid 
of extracorporeal circulation, it is probable that 
this technique may give better results. Whole valve 
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substitution, however, seems the only solution in 
cases of severely damaged valves. 

It is possible to correct in the same patient 
multiple lesions of which one is always the mitral 
valve. The combination most frequently amen- 
able to surgery is mitral and aortic. In our series 
13 patients were operated upon for these double 
lesions. Their age varied between 30 and 58 years, 
the mean age being 40. The symptoms were usually 
those of mitral stenosis. Five (38.5%) also had 
angina and two (15.4%) syncope. It is interesting 
to note the low incidence of valvular calcifications 
in these double lesions. In fact, only two patients 
had aortic valve calcifications, one with associated 
calcifications of the mitral valve; in the other, it 
was an isolated finding. In two others, only the 
mitral valve was calcified. 

Aortic commissurotomy, performed first, was 
achieved by the transventricular route in six pa- 
tients (46.2%) and by the transaortic approach in 
eight (53.8%). Mitral commissurotomy was per- 
formed in the usual manner. 

The surgical mortality rate was 38.5%. Three 
patients died of ventricular fibrillation, one of a 
pulmonary complication and another of septicemia. 

All survivors were improved, but the mean 
follow-up period is only slightly more than one 
year. The analysis of these results reveals that the 
surgical risk for this double lesion is equivalent to 
the sum of the risks of each lesion taken separately, 
in spite of the much lower incidence of aortic valve 
calcification. 

The combination of surgical tricuspid stenosis 
and mitral stenosis is much less frequent. In spite 
of the high incidence of associated tricuspid 
stenosis, this lesion is seldom of surgical importance, 
notwithstanding statements from uncontrolled 
studies of some eminent surgeons. 

Three patients were operated on for this double 
lesion, but in one a clinically suspected tricuspid 
stenosis was not found to be surgically important. 
None of these patients had mitral valve calcifica- 
tion. All three have been improved, The surgical 
risk does not seem greater in this type of double 
lesion and the results are those usually expected 
after mitral commissurotomy. 

In summary, stenotic lesions in general, in spite 
of the structural changes which may add certain 
limitations, may be helped by surgery. This is 
particularly true for severe cases, but in all it 
favourably alters the vital prognosis. 


MITRAL INSUFFICIENCY 


Unfortunately, the same conclusions cannot be 
applied to another category of valvular involve- 
ment, the regurgitant lesions. Since we have had 
no signal experience with aortic insufficiency, com- 
ments will be restricted to mitral regurgitation, 
isolated or associated with mitral stenosis. 

Mitral insufficiency is a great challenge to the 
surgeon because repair consists of the restoration 
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of the function of the valve, which should be 
adequate in both systole and diastole, and above 
all, should last and resist the tremendous forces 
resulting from the repeatedly contracting heart. 

Several techniques were devised before the use 
of extracorporeal circulation became available, but 
the results obtained in the few human patients so 
treated were not impressive. We have observed two 
patients operated upon by the closed heart tech- 
nique. In one, the surgeon attempted to introduce 
over the mitral orifice an aponeurotic band, in 
the hope that this structure would block the re- 
gurgitant jet. This structure apparently remained 


in place for only a few days, but without harming ~’ 


the patient, who died five years later, after a 
second operation performed with the aid of extra- 
corporeal circulation, The second patient, in whom 
a different technique was attempted, is still alive 
after five years, but we can only say that the 
course of her disease was not modified in any way 
by this attempted correction. When one considers 
the various anatomical types of mitral regurgitation 
and the difficulties for the exploring finger to 
appraise the structural changes upon which 
depends the choice of a specific technique, it is 
evident that a blind technique could not be too 
successful. The advent of extracorporeal circula- 
tion, permitting open heart surgery and direct 
vision of the lesion, improved the situation con- 
siderably and functional repair could then be 
expected. 


With this open heart technique, 16 patients 
were operated on at the Institute during the past 
year or so, Six had pure mitral regurgitation and 
10 had a mixture of mitral regurgitation and 
stenosis, the regurgitation being predominant. Five 
patients died at operation or shortly afterwards 
(31.25% ). Of the survivors, five appear to have 
been improved, but the follow-up period is only 
nine months. Three are still convalescing and the 
other three have definitely not been improved. 


We are unable to arrive at definite conclusions 
at the present time because our series is not large 
enough and the postoperative period is too short. 
This experience, however, suggests the following 
consideration. We noted that the first patients of 
this series were severely ill patients, almost in the 
final stage of their disease. This is a common 
practice in the choice of patients to be operated 
upon. We do not wish to discuss the ethical aspect 
of this but we note that this increases the difficulties 
inherent in all new procedures. Since surgical 
correction may be helpful only if the myocardium 
can adapt itself to the new physiological conditions 
created by the operation, it appears logical not to 
operate on patients with poor myocardial reserve. 
Unfortunately, no direct methods are available to 
enable us to evaluate myocardial reserve. Indirect 
evidence, when available, is sometimes useful. In 
pure mitral stenosis, for example, we have no 
means of evaluating the state of the left ventricle. 
This is sometimes important, since in extremely 
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severe mitral stenosis the left ventricle may be 
hypotrophic and unable to cope with a normal 
cardiac output, once the stenosis has been cor- 
rected, In our experience, two patients died im- 
mediately after an adequate commissurotomy 
because of this inadequacy of the left ventricle. 
In mitral regurgitation, on the other hand, the 
left ventricle is involved in the altered hemo- 
dynamics, and the clinical evaluation may give 
pertinent information about the state of its myo- 
cardium. In fact, it is logical to assume that a 
large left ventricle already in failure for a long 
period of time in spite of an adequate medical 
therapeutic regimen does not have the reserve 
necessary to cope with new physiological conditions 
resulting from the surgical repair, even though the 
newly created state could be beneficial at a later 
date. Operation should not therefore be offered 
to these patients, even as a so-called salvage pro- 
cedure. 

In our small series, we have considered together 
pure mitral insufficiency and mitral insufficiency 
associated with a certain degree of mitral stenosis. 
However, these two entities should be considered 
separately since their surgical anatomy and 
possibly the postoperative results for each are 
different. In mixed lesions, combined regurgitation 
and stenosis, relief of the stenotic element may 
improve the regurgitation and because of this the 
result may be better and more lasting. In pure 
regurgitation, however, the use of a prosthesis in 
the replacement of valvular tissue may result in 
less lasting improvement, But we remain optimistic 
in spite of this when we consider the tremendous 
progress achieved during the past 15 years and 
above all the realization of operations previously 
considered unthinkable. 


SUMMARY 


Classical commissurotomy is still the best operation 
for pure mitral stenosis without an important degree 
of calcification, provided the surgeon can achieve a 
satisfactory opening and a dynamic valve. When the 
exploring finger discovers an atypical anatomical struc- 
ture, the surgeon should not insist on continuing: a 
second operation with the aid of extracorporeal circula- 
tion should be planned. We no longer recommend the 
operation to patients who have had chronic right 
heart failure and who have a significant degree of 
calcification of the mitral valve. Our experience is that 
medical therapy is as beneficial in these cases. 

When mitral stenosis is associated with significant 
mitral regurgitation, operation should be performed 
under direct vision using extracorporeal circulation. 
Surgery should not be attempted in the presence of 
significant cardiomegaly or in patients who remain in 
right heart failure despite an adequate medical regimen. 

In pure mitral regurgitation, we believe that opera- 
tion should be recommended only to patients who are 
not responding favourably to an adequate medical 
regimen, and of course before they reach a terminal 
stage. 

As far as double lesions are concerned, the mitral- 
tricuspid combination is readily amenable to operation 
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and without greater risks than an isolated mitral sten- 
osis. The mitral-aortic combination, however, has 
greater surgical risks, usually equivalent to the sum 
of the risks of mitral and aortic stenosis taken 
separately. 


RESUME 


Cet article résume l’expérience chirurgicale pour les 
lésions acquises, 4 l'Institut de Cardiologie de Montréal. 

Pour la sténose mitrale pure, symptomatique, la com- 
missurotomie classique est encore la meilleure opération, 
a condition que le nergen uisse réaliser une ouverture 
suffisante avec une bonne mobilisation des deux feuillets 
valvulaires. Lorsque les déformations anatomiques de la 
valve sont trop considérables et aggravées 'par la présence 
de calcifications, il a indication de ré-intervenir sous 
couvert de la circulation extra-corporelle. L’intervention 
nest pas recommandable chez le malade porteur d’une 
sténose mitrale calcifiée ayant été pendant de longues 
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périodes de temps en insuffisance cardiaque droite malgré 
Paide d'une thérapie adéquate. Pour cette catégorie ‘de 
malades, un traitement médical suivi offre probablement 
les mémes avantages de la chirurgie, sans le risque de la 
procédure chirurgicale. Dés que la sténose mitrale est 
associée a un jet important et prédominant de régurgitation, 
la seule méthode de correction valable est celle 4 coeur 
ouvert. Pour cette catégorie de malades, valent aussi les 
limitations imposées par la présence de longues périodes 
dinsuffisance ventriculaire droite. Quant a Tlinsuffisance 
mitrale pure, en considérant le résultat a date obtenu avec 
les différentes techniques de correction a ciel ouvert, 
Yauteur pense que la thérapeutique chirurgicale doive étre 
recommandée seulement lorsque la maladie ne répond plus 
favorablement au traitement médical et, bien entendu, 
avant quelle soit rendue 4 un stade terminal. 

Quant aux lésions doubles, mitro-aortique et mitro- 
tricuspidienne, la double commissurotomie a les mémes 
indications que pour les lésions isolées et le risque opé- 
ratoire est d’habitude la sommes des risques reliés a 
chacune des commissurotomies. 





PAROXYSMAL MOTOR EPISODES 
AS EARLY MANIFESTATIONS OF 
MULTIPLE SCLEROSIS* 


LUDMILA ZELDOWICZ, M.D., Vancouver, B.C. 


THE PURPOSE of this publication is to draw attention 
to the brief and recurring episodes of sudden motor 
deficit followed by fast recovery that occur mostly 
in the early stages of multiple sclerosis. Between 
these episodes, patients are commonly symptomless 
and the neurological examination may reveal only 
minimal or questionable pathological signs. These 
episodes, which may recur over periods of years, 
may constitute real pitfalls in diagnosis. A large 
percentage of patients are considered psychoneu- 
rotics, particularly when at the same time there is 
evidence of an emotional disorder. This report 
points out that multiple sclerosis at an early stage 
may present itself as a functional neurological 
disorder; this was stressed long ago by Buzzard 
and later by Head. 

Only in recent years has attention been directed 
towards short-lived episodes of neurological dys- 
function without manifest signs indicative of struc- 
tural damage. Paroxysmal visual disturbances in 
the form of momentary attacks of double vision or 
transient or shifting scotomata were well document- 
ed by Franklin and Brickner.® Various fleeting, 
mostly subjective, sensory disturbances, sometimes 
limited to minute areas, have been reported. Par- 
oxysmal dysarthria and ataxia in multiple sclerosis 
have been described by Andermann et al.’ Brief 
and repetitious episodes of motor deficit, although 
less known, are certainly not less common. Von 
Hoesslin!® in 1934 and later McAlpine and Comp- 
ston!*. 14 described attacks of motor deficit of a 


*From the Department of Medicine (Neurology), University 
of British Columbia. 

Read at the Twelfth Annual Meeting of the Canadian 
Neurological Society, Vancouver, B.C., June 9, 1960. 


few minutes’ duration in a limb under physical 
exertion. Brickner* calls these attacks “signal 
phenomena” and Thygesen*‘ “ictal phenomena”. 


CasE MATERIAL AND CLINICAL INVESTIGATIONS 


This study includes 12 patients who suffered from 
recurring attacks of sudden deficit of motor func- 
tion followed by rapid recovery and who, only after 
a period of years, developed pathological signs of 
multifocal origin compatible with the diagnosis of 
multiple sclerosis. Eight of the 12 patients were 
diagnosed as having psychoneurosis or frank con- 
version hysteria prior to this study. Clinical in- 
quiry was focused on the history of the transient 
motor episodes with special attention to the events 
preceding and following and to the pattern of the 
attack itself. Precipitating factors as presented by 
the patients were critically evaluated. Five patients 
had only questionable or minimal neurological 
signs when examined years after the onset of the 
brief episodes, and during the next three to six 
years of follow-up all of them developed paralysis 
in bouts or progressively. Seven remaining patients 
when seen years after the onset of brief attacks 
of motor dysfunction already showed signs of a 
well-established disease compatible with the diag- 
nosis of multiple sclerosis. 


Case REPORTS 
Four illustrative cases are briefly reported. 


Case 1.—Mrs. J.S., aged 46. At the age of 38, follow- 
ing an emotional upset, she became depressed and 
started to have inexplicable falls while walking or 
climbing stairs which she attributed to “slips”. Later 
she accepted the opinion of doctors that her legs were 
“nervous”. Between falls her legs felt normal. Seconds 
before the fall she experienced stiffening of her legs 
and a sensation of “knees locking”. After a rest of 
several minutes, she was able to resume walking as if 
nothing had happened. Shortly. after the onset of these 
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episodes she developed bladder symptoms with oc- 
casional incontinence. 


Neurological examination eight years after the onset 
of the above complaints revealed only minor and 
questionable findings: minimal nystagmus on extreme 
lateral gaze, weak abdominal reflexes, brisk, but equal, 
tendon reflexes, minimal bilateral Hoffmann signs, an 
equivocal left plantar response and a suggestion of 
slight bitemporal disc pallor. Tone and power. in 
extremities were good, however. 


The cerebrospinal fluid was normal; the colloidal 
gold curve was negative and two years later non- 
diagnostic (0012100000). Radiographs of the skull 
and spine, a myelogram and serological test were all 
negative. An 
scattered, slight irregularities on two different oc- 
casions. 


For the next two and a half years this patient con- 
tinued to have episodic falls without a change in her 
neurological status. Only three years later and 11 years 
after the onset of the episodic falls did she develop 
spastic weakness in both legs, with Babinski signs; 
ataxia in the right extremities with intention tremor 
in the hand, and mild signs of posterior column in- 
volvement. 


Summary.—For 11 years this patient was suffering 
from sudden falls and had only minimal neurological 
signs. Later she developed a typical picture of multiple 
sclerosis and for the past two years has been grossly 
incapacitated, requiring chronic care. The onset of her 
attacks coincided with an emotional upset and the 
episodes occurred only while walking. 


Case 2.—Mrs. B.B., aged 33. This patient, a heroin 
addict with a greatly disturbed family background, 
had for years been forced to prostitution by her com- 
mon-law husband. She gave a history of two kinds of 
attacks: 


1. Attacks of momentary weakness of her right leg 
when walking. Suddegly the knee would “buckle” or 
“give way for a period not longer than one minute. 
She experienced 18 to 20 of these attacks between 1946 
and 1957. 

2. Attacks of falling to the ground without being able 
to prevent it in spite of full consciousness. She de- 
scribed it in the following way: After walking for 
several blocks her gait would speed up, her steps 
becoming smaller but faster, her body leaning forwards 
as in propulsion, and she would fall to the ground, 
landing on her arms, purposely extended to prevent 
more serious injury. Just before falling, her knees, she 
said, would “cave in in the front and lock”. These 
episodes started in 1946 and recurred periodically until 
1958, when they stopped. She had as many as one or 
two attacks in a day, but as well had free periods last- 
ing for many months. They would occur mostly on her 
way to visit a client to earn money as a prostitute for 
her husband and on her way back home; she com- 
mented, “I hated the thought of going home and facing 
him.” In 1950, when in prison for 19 months, she was 
free of attacks and she commented, “I was confined. 
There was not much distance to walk and I didn’t 
worry.” . 

This patient reported other symptoms as well: brief 
attacks of blurred vision in the left eye, recurring 
“numb sensation” or “pins and needles” in the legs, 
and bladder disturbances. 


electroencephalogram demonstrated -: 
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Six years after the onset of the motor episodes this 
patient on one occasion demonstrated mild weakness 
of the left leg, absence of abdominal reflexes, hyper- 
active tendon reflexes and bilateral Babinski. She had 
10 white cells per c.mm. in the cerebrospinal fluid, but 
a normal colloidal gold curve. The above signs dis- 
appeared quickly but for the abdominal reflexes which 
remained absent. Encephalopathy of unknown origin 
followed by rapid recovery was the suspected diag- 
nosis. Five years later, and 10 to 11 years after the 
onset of episodic motor symptoms, she developed 
spastic paraparesis, more pronounced in the right leg, 
and bilateral Babinski and Hoffmann signs. She had 
acrocyanosis of the legs with good peripheral pulses, 
but the oscillometric reading did not exceed 1 to 2 
in all limbs. Cerebrospinal fluid examination and 
colloidal gold curve were negative. Radiographs of the 
spine and skull, a myelogram and a pneumoencephalo- 
gram were\all negative. 

Summary.—Since the age of 22 this patient suffered 
from episodes of motor deficit of brief duration, re- 
curring over a period of 11 years. Mild and transient 
neurological signs were demonstrated on one oc- 
casion six years after the onset of motor episodes, and 
only after 11 years did she develop spastic para- 
paresis. Walking and serious emotional upsets were 
blamed as precipitating factors. 


Case 3.—Mr. J.L., aged 53. This patient experienced 
his first attack of transient weakness of the legs after 
he had been mountain climbing for four hours. Sub- 
sequent attacks occurred only after a heavy day’s 
work, first after walking for half a mile, later after a 
distance of 10 blocks, 5 blocks and then 2 blocks two 
years later. A one-minute rest would restore his strength 
until the next compulsory stop. During this short period 
he was aware of a left foot-drop and was unable to 
raise his left leg. Hot food or liquids of any kind and 
hot baths would temporarily weaken his legs as well, 
but this effect would wear off in 15 to 30 minutes. 

The list of other complaints included transient re- 
curring weakness of his right hand. After a rest of 15 
to 30 minutes he could resume drawing, writing or 
eating. He had persistent numbness of the tips of four 
fingers on one hand, transient ocular disturbances and 
a burning type of paresthesia in the left leg, abdomen 
and chest, and “electric-like discharges” along the 
spine many years ago. 

Examination four to five years after the onset of 
episodic leg weakness demonstrated good motor power 
and normal gait. Positive findings included question- 
able abdominal reflexes, exaggerated tendon reflexes 
and equivocal plantars. The neurological status re- 
mained unchanged over the next two years; however, 
shortly afterwards he developed a steady limp in his 
left leg. Examination at that time revealed spastic 
paraparesis, more severe in the left leg with bilateral 
Babinski signs as well as weakness of the left arm and 
mild posterior column signs. 

Extensive laboratory tests, including a myelogram 
and a pneumoencephalogram, were negative. A col- 
loidal gold curve, at first normal, became after a 
period of years paretic (4443310000). For years this 
patient showed marked acrocyanosis and coldness of 
his legs, although his peripheral pulses were always of 
good volume. The oscillometric readings in 1954 were 
reduced to 5 in the left leg as compared with 10 in 
the right. In 1960, oscillations in both legs went down 
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to 4 while in the upper extremities they were between 
5 and 6. These findings were interpreted as due to an 
angiospastic condition of the smaller calibre vessels. 

Summary.—Attacks closely reminiscent of _ inter- 
mittent claudication began at age 46 and continued 
over a period of seven years with only minimal and 
questionable neurological signs. Additionally, he had 
transient episodes of weakness of the right hand. 
Physical exertion, particularly when coupled with 
walking, heat and eating, were blamed as triggering 
factors. 


Case 12.—Mrs. Y.C., aged 47. Paroxysmal episodes 
of weakness of a few minutes’ duration in the right leg, 
forcing the patient to stop for a short rest when walk- 
ing, appeared at age 41. A detailed history revealed 
the following: at age 26 she had “electric discharges” 
along her back and various other subjective sensory 
disturbances; at age 31, after childbirth, she twice 
experienced fleeting weakness in her right extremities 
and at age 36, brief, recurring attacks of dimness of 
vision. At age 38, after a curettage, she developed 
attacks of flexor spasm, described as “jumps”, first in 
the right leg and later in both legs. This drawing-up 
of her legs occurred only on defecation or when her 
rectum felt full. Her neurological status when assessed 
three years later was considered normal, and she was 
discharged from hospital with the diagnosis of psycho- 
neurosis in spite of a paretic colloidal gold curve 
(5552100000). 

Neurological assessment six years later demonstrated 
mild temporal pallor of the optic discs, slight nystag- 
mus, absent abdominal reflexes, spastic weakness of the 
right leg, bilateral Babinski signs and posterior column 
signs. Her legs felt cold, with moderate acrocyanosis 
but good peripheral pulses. The oscillometric reading 
was reduced to 2 in the right leg as against 5 to 6 in 
the left leg. 

Summary.—This 47-year-old patient had various 
fleeting neurological symptoms in the past referable 
to different areas of the central nervous system. This 
and the paretic colloidal gold curve should have raised 
the suspicion of multiple sclerosis, but because of the 
negative neurological status at that time she was con- 
sidered psychoneurotic. A structural neurological deficit 
became manifest only 15 years later. 


DIscussION 


All 12 patients suffered attacks of sudden loss of 
power of a few minutes’ duration in one extremity 
or more, the lower being more frequently affected 
than the upper. Attacks were described as “un- 
expected falls”, “slips”, “stumbling”, “knees locking”, 
“legs collapsing”, “legs don’t go”, “objects drop out 
of hands”. Several patients complained of a com- 
pulsory stop for one to two minutes’ rest before 
they could resume normal gait. These episodes 
closely resembled intermittent claudication, al- 
though there was no pain or cramps and the peri- 
pheral pulses were consistently of good volume. 

As a rule, attacks of motor deficit occurred in a 
state of full consciousness and most frequently 
when the patient was walking or runniug. Anger or 
severe emotional strain, particularly when coupled 
with exertion, would trigger an attack. Heat, 
particularly hot drinks of any kind, were blamed 
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by some. Between the episodes the patients con- 
sidered themselves to be normal. 

All of these patients had other symptoms re- 
ferable to different parts of the central nervous 
system. A detailed history revealed bladder dis- 
turbances in three that had been misinterpreted in 
the past as stress incontinence. Recurring brief 
visual symptoms in four were considered functional 
because objective signs were lacking. One patient, 
who had a concentric narrowing of the visual fields, 
interpreted as hysterical, had shown pronounced 
temporal optic disc pallor and 20/200 vision in both 
eyes when examined four years later. Nine patients 
had complexes of various sensory symptoms. 

From a longitudinal study of the 12 patients the 
following observations were made: 

1. Towards the end of the follow-up period, of 
five patients who initially showed minimal or 
questionable signs two became severely disabled 
and bed-ridden, two were moderately disabled, and 
one is still ambulatory with a paraparesis which 
fluctuates in intensity. 

2. Paralysis affecting primarily the part which 
suffered from recurring brief episodes of motor 
dysfunction. Spastic paraplegia developed in six 
patients who suffered attacks simulating inter- 
mittent claudication or had sudden falls. Spastic 
weakness of one leg occurred in five patients who 
suffered episodes of weakness in one limb, and 
hemiparesis in one patient who previously suffered 
intermittent although not simultaneous episodes of 
weakness in the arm and leg. 

The paroxysmal motor episodes under discussion 
had only superficial resemblance to cataplexy or 
epilepsy. None of the patients suffered from cloudi- 
ness of sensorium or had clinical or electro- 
encephalographic characteristics of epilepsy. 

Longitudinal study of the 12 patients has shown 
that all of them after months or years developed a 
typical clinical picture of multiple sclerosis. The 
recurring episodes of motor dysfunction are con- 
sidered therefore to constitute early symptoms 
of multiple sclerosis and thought to represent 
“signal phenomena” which may forecast the future 
paralysis and may determine its location as well. 

The diagnosis of multiple sclerosis in these pa- 
tients was delayed for many years. Only three cases 
were diagnosed within two to three years of onset; 
eight cases within 6 to 11 years, and one case only 
after 21 years. The previous diagnosis and the 
lapse of time before the diagnosis of multiple 
sclerosis was reached are shown in Table I. Psycho- 
neurosis was diagnosed in 8 of the 12 patients and 
multiple sclerosis was suspected in only 2. A high 
percentage of our patients had emotional disturb- 
ances such as character disorder, emotional lability 
and/or depression. A point is raised, therefore, 
whether the psychopathology coexisted or whether 
the emotional changes were part of the symp- 
tomatology of multiple sclerosis. Abb and Schalten- 
brand! recognize a “pseudoneurasthenic form” in 
the very early stages of this disease. Grinker, Ham 
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TABLE I.—Time Lapse BETWEEN ONSET AND DIAGNosiIs IN MULTIPLE SCLEROSIS 


Time lapse 
to diag. 
of multiple 
Case Age at sclerosis 


No. onset Initial diagnosis 


1 38 
2 22 


Conversion hysteria 
Personality disorder. 
Encephalopathy 
3 4914 Cervical spondylosis. 
von Recklinghausen’s disease. 
Buerger’s disease............... 
24 Conversion hysteria 
: 32 Conversion hysteria............ 
6 ee 6 


The initial diagnosis was psychoneurosis in eight of 12 case 


reached was 10 to 11 years. 


and Robbins,* as well as Langworthy,'* emphasize 
the psychodynamic factors and personality changes 
at the onset of multiple sclerosis. 

A high percentage of our patients persistently 
stressed the importance of precipitating factors. 
Physical exertion alone or coupled with emotional 
stress was claimed by all; heat was blamed by 
some. Other workers have stressed the influence 
of the above factors: McAlpine and Compston!*: '* 
found that one-third of their patients developed 
symptoms during emotional disturbances. They 
state: “Emotions act very rapidly and may produce 
symptoms within a minute; this may be so severe 
as to render patients immobile who are normally 
capable of walking.” Abb and Schaltenbrand' in 
a group of 1420 cases of multiple sclerosis blamed 
physical strain in 40% and psychic strain in 26%. 
Guthrie’ and Simons** emphasized the deteriorat- 
ing effect of heat on multiple sclerosis. 

It is the author’s understanding that neither 
myelinolysis nor overstrain of partly demyelinated 
fibres (so-called “shadow patches”) could explain 
the fleeting nature of the episodes under discussion. 
The process must be rapidly reversible: it is there- 
fore suggestive of sudden and transient anoxia, 
whether due to vascular insufficiency or biochemi- 
cal disturbances. 

The host of triggering factors obviously unrelated 
and certainly non-specific may have, nevertheless, 
a common core which could set off a chain re- 
action in a vulnerable central nervous system and 
could lead to a disruption of the structure-function 
unit and produce as a result a_short-lasting 
paralysis. This common denominator could be a 
transient vascular insufficiency or rapidly reversible 
biochemical disturbance. Proponents of vascular 
theory blame vasospasm,® * some speak of sympa- 
thycotonic diathesis?:*.'* as “the soil predisposing 
to multiple sclerosis” and still others blame various 
abnormalities in small-calibre vessels.? ® 18: 19 22 
The outpouring of noradrenaline in states of stress 
and anger could represent a link which might ex- 
plain the adverse effect of emotions on multiple 
sclerosis. " 

The group of patients studied complained of 
coldness of the extremities, and some had marked 
acrocyanosis and decreased oscillometric readings 


Time lapse 
to diag. 
of multiple 
sclerosis 
Initial diagnosis (years) 
39 Hyperthyroidism, nervous tension 15 
22 ultiple sclerosis suspected 2 


24 Emotional instability. 
Neuropathy 


10 30 
il 40 
12 26 


s. The mean time before the diagnosis of multiple sclerosis was 


Multiple sclerosis suspected 
Conversion hysteria............ 
PUINED iiss ae oo Keown 21 


in spite of good peripheral pulses. The findings 
were stiggestive of angiospasticity. However, this 
part of the clinical study was not pursued suffi- 
ciently to permit further conclusions at this stage. 


Many workers®: 1115.21 jin recent years have 
favoured the concept of allergic sensitization of the 
central nervous system as explaining the etiology 
of multiple sclerosis. Roizin®! speaks correspond- 
ingly of initial reversible “histometabolic” changes 
which may lead in time to partially reversible or 
irreversible “histopathologic” lesions. The vascular 
phenomena would then represent only an addi- 
tional factor in the total biochemical disturbance. 


In regard to the many theories of the patho- 
genesis of multiple sclerosis, the transient nature 
of the motor episodes would favour the concept of 
hypoxia, whether due to primary circulatory in- 
sufficiency or a biochemical-allergic reaction in a 
broad sense. 


SUMMARY AND CONCLUSIONS 


Twelve patients with paroxysmal motor episodes in 
early stages of multiple sclerosis are reported. These 
episodes consisted of sudden falls or sudden weakness 
of a single limb or simulated intermittent claudication. 
They were characterized by suddenness, short dura- 
tion, full recovery, repetitiveness and a lack of cor- 
responding signs reflecting structural damage. The 
history revealed in addition complexes of various 
sensory, oculovisual and other complaints referable to 
different parts of the central nervous system. 


From a longitudinal study of the 12 patients from 
their incipient symptoms until they progressed to a 
stage of a well-established disease the following con- 
clusions were drawn: 


(a) The episodes of motor deficit recurred for 
months or years before signs of obvious pathology 
became manifest. 


(b) The episodes appeared to forecast not only the 
occurrence of future paralysis but its location as well. 


Differential diagnosis between paroxysmal episodes 
of neurological “functional” deficit in the early stages 
of multiple sclerosis and psychoneurosis remains diff- 
cult. Strict adherence to details of the history and 
their evaluation in the whole context followed by clini- 
cal observation should resolve this diagnostic problem. 
Emotional disturbances, if present, should be viewed 
as possible early symptoms of multiple sclerosis. 
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Reversible tissue hypoxia due to transient vascular 
insufficiency or to a biochemical-allergic reaction in a 
broad sense is suggested as a possible explanation of 
the pathogenesis of the paroxysmal motor episodes of 
brief duration in multiple sclerosis. 
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Durinc the past decade, the extensive use of tissue 
culture techniques has made possible the rapid 
and accurate determination of viruses responsible 
for outbreaks of acute aseptic meningitis or menin- 
goencephalitis. While laboratory studies’® have 
shown that a high proportion of cases which oc- 
curred mainly during summer months were infected 
with enteroviruses, evidence of mumps virus in- 
fection was obtained in some instances,!: ® especially 
during winter and spring,’ when the incidence of 
enterovirus infections was extremely low. 


In Toronto, the dominant type of enterovirus 
associated with epidemics of aseptic meningitis 
_during a particular summer has been replaced by 
a different serotype one or two seasons later.* For 
example, Coxsackie B2, which was the virus in- 
criminated most frequently in cases of aseptic 
meningitis during 1954,9 was not associated with 
a substantial number of cases until 1959.1° Through 
the intervening years the dominant enteroviruses 
were ECHO (untyped) during 1955,11 ECHO 9 
during 1956’? and 1957® and Coxsackie B5 during 
1958.5 


This paper reports the results of virus isolations 
from cerebrospinal fluids and: feces and titrations 


*Virology Department, The Research Institute, The Hospital 
for Sick Children, Toronto. 
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of antibody content of paired sera in 104 patients 
who were admitted to the Hospital for Sick Chil- 
dren with the diagnosis of aseptic meningitis or 
mumps meningoencephalitis during the calendar 
year 1960. 


EXPERIMENTAL METHOD 


Samples of cerebrospinal fluid and feces were 
requested from all patients who had aseptic menin- 
gitis without evidence of mumps or a history of 
contact with mumps cases before admission. In 
cases of suspected mumps meningoencephalitis, 
cerebrospinal fluid only was collected for virological 
examination. These samples were examined for the 
presence of virus by inoculation of trypsin-dispersed 
tissue cultures of rhesus monkey kidney epithelial 
cells, according to methods described previously.™* 
Viruses which induced formation of syncytia after 
four.to seven days’ incubation were typed in anti- 
hemagglutinin tests using a known mumps anti- 
serum,’ while those which induced necrosis and 
desquamation of cells were typed in neutralization 
tests using the following enterovirus antisera: Cox- 
sackie A9, B1, B2, B3, B4, B5, ECHO 2, 6, 9, 13, 14, 
16, 18, 19.1° In acute-phase and convalescent-phase 
antisera, mumps antibody titres were determined 
by the antihemagglutinin test using as antigen four 
agglutinating doses (AD) of one of several strains 
of mumps virus isolated from patients in this series. 
These viruses were propagated in tissue culture. 
Antibody titres to the enteroviruses were determined 
by neutralization tests against 100 TCD,, of proto- 
type enterovirus strains, using two tissue culture 
tubes per five-fold dilution of serum: 


RESULTS 

During 1960, 58 patients: were hospitalized with 
mumps meningoencephalitis, 46: of whom yielded 
mumps virus in cerebrospinal fluid and/or showed 
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TABLE I.—C.urnicau FEATUREs OF THE ASEPTIC MENINGITIS SYNDROME, ToRONTO, 1960 
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Not Not CSF cell count Not 
Symptoms Mumps* mumpst Signs Mumps mumps Range Mumps mumps 
ee 39 42 Parotitis......... 24 0 Se eee 2 2 
Vomiting.......... 31 25 Neck stiffness... .. 23 28 fe EOE 5 7 
Headache......... 22 24 Irritability ........ 15 11 ie asia t's 19 26 
Mumps contact... . 17 0 Drowsiness. ...... 14 9 500 - 4999......... 17 8 
Abdominal pain... . 9 3 Convulsions. ...... 9 10 
Photophobia...... . 4 1 Boys : girls....... 35:11 23:23 


*46 cases proven by virus isolation or serology. 


increasing levels of mumps antibody, A further 46 
cases of aseptic meningitis without clinical or 
laboratory evidence of mumps infection were ad- 
mitted to hospital during 1960. Apart from the lack 
of inflammation of the salivary glands or contact 
with cases of mumps in the latter group of pa- 
tients, the clinical features observed in the two 
groups of patients showed striking similarity. Ab- 
dominal pain particularly in the epigastrium was 
more common in those infected with mumps virus, 


TABLE II.—SeEqQuENCE OF MENINGOENCEPHALITIS RELATIVE 
To Onset oF ParRoTiTis IN 46 PaTIENTS WITH LABORATORY 
EvIpENCE OF Mumps INFECTION, ToRONTO 1960 








Onset of meningoencephalitis Number of cases 








ee ee IND IIIB, ons v:n eee u's ons espe wbleeio's s 5 
i ND IID, on vc sds cccosecesvowssneves 18 
ee IN IEE, ov Sve ve ne scvcbsveccdocndes 3 
Lc LEGS bs badass ton ets ataekeed ta es *20 


PU CT ND, oi sb ecs ewesescesecss 5 
Positive CSF and serology 
Positive serology alone................... 6 


probably indicating involvement of the pancreas. 
Furthermore, a higher proportion of mumps patients 
had 500 or more cells per c.mm. in the cerebro- 
spinal fluid, In virtually all cases, between 80 and 
100% of cells in cerebrospinal fluid were lympho- 
cytes. In mumps meningoencephalitis, about three 
times as many:boys as girls were affected, but in 
aseptic meningitis not due to mumps, boys and 
girls were affected in equal numbers (Table I). 


TABLE III.—Monruty INcIDENCE OF THE 





Etiology Jan. Feb. Mar. April 
i hl hws cn a ciciwitete 4 2 6 11 
i ctu caicloe wnwe ees 3 1 0 0 






Of the 46 cases of meningoencephalitis with 
laboratory evidence of concurrent mumps infection 
(Table II), five developed swelling of the salivary 
glands after onset of meningeal symptoms, in 21 
instances inflammation of salivary glands preceded 
meningoencephalitis by nine days or less, and 20 
patients had no evidence of salivary gland involve- 
ment. . 
The peak incidence of mumps meningoencephali- 
tis occurred during April (Table III) while cases 
of aseptic meningitis without evidence of mumps 
infection occurred most fréquently during July. 


+46 cases with no clinical or laboratory evidence of mumps infection. 









During the months of March, April and May, 14 
of 23 cases of proven mumps meningoencephalitis 


‘had salivary gland involvement, while 12 of 23 


cases which occurred during other months had 
swelling of the parotid or submandibular glands. 
In a series. of 30 cases of mumps meningoencepha- 
litis studied over a five-year period, Ritter'* found 
a preponderance of cases of meningoencephalitis 
with involvement of salivary glands during spring, 
but Murray, Field and McLeod" found no seasonal 


TABLE IV.—Virus Iso.atTions AND ANTIBODY STUDIES IN 
58 Cases or Mumps MENINGOENCEPHALITIS, TORONTO 1960 


Mumps virus in CSF 








Not Not 
Serology Isolated isolated tested 
PMID. 6. s3.030s 40 cases 17 13 10 
Not tested....... 18 cases 6 9 3 
NE ea nctk ou vil 58 cases 23 22 13 





Aseptic MENINGITIS SYNDROME, TorRONTO 1960 


Cases per month 





May June July Aug. Sept. Oct. Nov. Dec. Totals 
5 5 2 1 0 2 2 46 
8 11 7 8 5 0 1 46 


propagated in eggs showed rising or elevated anti- 
body titres. While antibody to mumps strains 
propagated in tissue culture was detected occasion- 
ally as early as two days after onset of meningeal 
signs, a serum sample obtained as late as 42 days 
did not inhibit hemagglutination by the egg-adapt- 
ed strain, although it showed antibody titre 20 to 
a tissue-culture-adapted strain of virus. 

Of the 40 cases which had serological evidence 
of recent mumps infection, cerebrospinal fluids 
from 17 of 30 patients yielded mumps virus after 
inoculation of tissue cultures. Of the 18 patients 














difference in the rate of occurrence of salivary 
gland inflammation along with meningoencephalitis. 


Of 58 cases of mumps meningoencephalitis, 37 
showed a fourfold or greater increase in the level of 
mumps antibody in paired sera and three patients, 
all of whom had parotitis, showed elevated anti- 
body titres to four AD of recently isolated strains 
of mumps virus propagated in tissue culture (Table 
IV). Furthermore, 17 of 30 serum pairs which were 
examined in antihemagglutinin tests against four 
AD of the standard Enders strain of mumps virus 
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TABLE V.—Lasoratory EvipENcE or Mumps Virus INFECTION IN NINE PATIENTS WITH Mumps MENINGOENCEPHALITIS WHO 
PRESENTED WITH CONVULSIONS 





~ 
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Salivary gland involvement 


Age Onset of Days before 
Patient (years) meningitis meningitis 
MCh tncvignakswsake 2 January 22 — 
Ps sik his Cd VAS dks 7 March 8 0 
hd a cunlcrtadvewn sae 2 April 3 2 
ie oi Os waco eels 1 April 11 _ 
ee a ae 6 May 7 — 
Ses. cites ease oa a 1 May 9 _— 
re 2 June 1 4 
UE s eukvaed wn anhe ai 2 July 11 — 
hank ites: tera sik ag ed 8 mo. August 11 _ 


*Severe encephalitis. TEEG: encephalitis 
from whom no sera were obtained, cerebrospinal 
fluids from 6 of 15 patients yielded mumps virus. 
Thus 46 subjects had evidence of concurrent mumps 
infection. In the remaining 12 instances, insufficient 
specimens were received in order to demonstrate 
mumps infection by laboratory procedures. 
Convulsions were the presenting clinical feature 
in nine patients who had laboratory evidence of 
mumps infection, and in 10 patients who had 
aseptic meningitis not due to mumps. Of the nine 
cases of mumps meningoencephalitis, five had con- 
tact with overt mumps patients two to three weeks 
previously, three patients had swelling of the paro- 
tid or submandibular glands and five patients had 
cerebrospinal fluid cell counts above 500 per c.mm. 
Of the 10 patients without mumps _ infection, 
cerebrospinal fluid cell counts ranged between 50 
and 499 in eight cases and in two instances they 
were above 500. Cerebrospinal fluids from eight of 
nine patients with mumps meningoencephalitis 
yielded mumps virus (Table V) and rising titres 
of mumps antibody in eight patients confirmed 
that mumps virus had caused infection. In 10 pa- 
tients who had no evidence of mumps infection, 
Coxsackie B2 virus was isolated from one of seven 
patients whose cerebrospinal fluids were examined, 
but no virus was isolated from feces of six patients. 


Virus in CSF 


Antihemagglutinin 
Gland day I 


result day titre 


not involved 8 on not done 
9 0 
submandibular 0 0 28 20 
1 0 
parotid 0 + 8 40 
3 0 
not involved 3 7 5 
2 0 
not involved 2 9 80 
2 0 
not involved 1 + 30 40 
3 0 
parotid 0 + 17 5 
1 0 
not involved 1 a+ 5 40 
1 0 
not involved 0 oe 5 5 


Of the 46 patients with aseptic meningitis who 
had no clinical or laboratory evidence of mumps 
infection, enteroviruses were recovered from 10 
of 44 patients tested (Table VI). Coxsackie A9 
virus was isolated from two patients, Coxsackie 
B2 virus from three patients, two of whom had 
elevated antibody titres to this agent in paired 
sera, Coxsackie B5 virus from one patient who 
had elevated antibody titres to this virus, and un- 
typed enteroviruses were isolated from four pa- 
tients, three of whom showed rising antibody titres 
to their homologous virus strains. 

Amongst the 36 subjects from whom no entero- 
virus was isolated, paired sera from 17 patients 
were tested for neutralizing antibody to prototype 
strains of Coxsackie A9, B2, B5 and ECHO 9, but 
none showed rising titres to any of these viruses. 
Elevated titres of mumps antihemagglutinin which 
were detected both in acute-phase and conva- 
lescent-phase sera from four of these 17 patients 
did not suggest concurrent infection with mumps 
virus, and serum pairs from the remaining 13 pa- 
tients were devoid of mumps antibody. 

Only one patient was hospitalized with paralytic 
poliomyelitis during 1960. This patient, who be- 
came ill on September 11, excreted Poliovirus type 
3 in feces obtained 5 days after onset, and neutrali- 


“TABLE VI.—46 Cases or Aseptic MENINGITIS WiTHOUT CLINICAL OR LABORATORY EVIDENCE OF CONCURRENT INFECTION 
wiItH Mumps 


Virus isolation 


Neutralizing antibody titres 





Virus type CSF 
eR RN I e002 eS oe, SERA 2 
SSS ES ER PE a rt Aa ete 2 
I 20 ie ad Mt ee i wy oe 0 
RIS en Sek fed tem ome | aka te 0 
Salads ant xe ko oats awa news «bh CUGes 2 

oe ee i ee eed ee 6 


*6 patients. t17 patients. 





Feces 


a wore S 


With virus Virus not 
isolation* tsolatedt 
CSF and/or —§ 
feces Rising Elevated Elevated Negative 

2 0 0 9 8 

3 0 2 10 7 

1 0 1 2 15 

0 0 0 5 12 

4 3 0 0 0 
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zing antibody to Poliovirus 3 was detected at titre 
250 in sera obtained 1, 8 and 15 days after onset. 
No antibody to Poliovirus 1 or Poliovirus 2 was 
detected in these sera. This patient received no 
Salk vaccine. 


DISCUSSION 


The number of children admitted to hospital with 
mumps meningoencephalitis during 1960 was more 
than twice the average admissions, 19 per year, 
for this condition between 1952 and 1959. This 
corresponded with an increase in reported cases 


of mumps for the city of Toronto during 1960.1° _ 


The well-known increased incidence of mumps 
meningoencephalitis during spring which was ob- 
served in the Toronto outbreak assisted in clinical 
differentiation of these cases from enteroviral in- 
fections of the central nervous system which usually 
occur more commonly during summer and early 
autumn in Toronto® ?° and elsewhere, Of 13 To- 
ronto patients with laboratory evidence of mumps 
infection which occurred during the months June 
to October, eight who had no parotitis were 
differentiated from clinically similar cases due to 
enteroviruses or other agents by isolation of mumps 
virus from cerebrospinal fluid in six instances or 
by serological methods alone in two subjects. About 
10% of California patients with the aseptic menin- 
gitis syndrome showed rising mumps antibody 
levels. 

In contrast to the lack of spread of mumps virus 
to other susceptible members of nine families in 
Northern Ireland where the index case had mumps 
meningoencephalitis without parotitis,!> mumps 
occurred in the sister of a Toronto boy 17 days 
after he developed meningoencephalitis without 
parotitis. 

The relative scarcity of enteroviral infections in 
Toronto during 1960 contrasts sharply with the 
comparatively ‘high incidence of illnesses due to 
these viruses during the past five years. Although 
the number of patients who yielded viruses was 
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small, Coxsackie B2 virus, which was the dominant 
strain during 1959, appeared to retain its dominance 
during 1960. On the other hand, in Quebec where 
Coxsackie B5 was the major etiological agent of 
aseptic meningitis during 1959, Coxsackie B2 virus 
was isolated from most cases during 1960.17 The 
admission of only one case of paralytic poliomye- 
litis due to Poliovirus 3 to the Hospital for Sick 
Children during 1960 was in keeping with the 
relative infrequency of enterovirus infections in 
children in southern Ontario. 


SUMMARY 


Of 104 patients who were admitted to the Hospital 
for Sick Children, Toronto, during 1960 with the 
aseptic meningitis syndrome, 46 had evidence of 
mumps infection as.shown by isolation of mumps virus 
from cerebrospinal fluid of 23 cases and rising or ele- 
vated mumps antihemagglutinin titres in serum pairs 
from 40 patients. Swelling of salivary glands was ob- 
served in 24 of 46 proven mumps patients. A further 
12 patients had swollen salivary glands but insufficient 
specimens were received in order to identify mumps 
virus as the etiological agent. Enteroviruses were found 
in association with 10 of 46 patients with aseptic 
meningitis who had no evidence of concurrent mumps 
infection. 
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PAGES OUT OF THE PAST: FROM THE JOURNAL OF FIFTY YEARS AGO 


The annual report of the Royal Victoria Hospital 
{Montreal] for 1910 shows that during the year 4309 pa- 
tients were admitted, an increase of 109 over the previous 
year. These consisted of 2361 Protestants, 1386 Roman 
Catholics, 492 Hebrews, and 70 of other faiths. Of these, 
3176 were residents of Montreal, and 1133 came from 
districts outside of the city. On January 1, 1910, there ‘were 
282 patients in the hospital remaining from 1909, and aes 
the year 4371 were discharged, of whom 2510 were well, 
1160 improved, 203 not improved, 201 not treated, and 297 
died. There were remaining in hospital December 31, 1910, 
224. Of the 297 deaths, 86 took place within forty-eight 


hours of admission. The death rate for the year has been 6.68 
per cent. or, if those dying within forty-eight hours after 
admission be deducted, 4.8 per cent. In the outpatient de- 
partment the total number of patients treated was 4532; 
the number of visits of these patients aggregated 30,830— 
medical, 8282; surgical, 5947; eye, 4179; nose, throat and 
ear, 5320; diseases of women, 1654; nervous diseases, 1539; 
orthopaedic, 1499; dermatological 1496; genito-urinary, 914. 
The ambulance made 1481 trips, as against 1174 from the 
previous year. The past year witnessed the final completion 
of the fire proofing throughout the building.—Canadian 
Medical Association Journal, 1: 285, March 1911, 
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STAPHYLOCOCCUS POLYVALENT 
SOMATIC ANTIGEN VACCINE 
PART II.* AN IMPROVED METHOD 
OF PREPARATIONt+ 


L. GREENBERG, Ph.D., 
MARGARET Y. COOPER and 
G. M. HEALY, Ottawa, Ont. 


IN AN EARLIER article! we reported the development 
of a Polyvalent Somatic Antigen Vaccine for use 
against staphylococcal infections. The vaccine was 
capable of protecting experimental animals when 
challenged with lethal or skin test doses against 
all of a wide variety of pathogenic Staphylococcus 
aureus strains. The results were so encouraging 
that a series of preliminary studies in humans was 
begun. It soon became clear that the reactions in 
humans after inoculations, while not dangerous, 
were rather severe and that they would discourage 
widespread use of the vaccine. A two-fold approach 
was used to overcome this undesirable feature. 
Attempts to purify and isolate the immunizing 
“substance” or “substances” were undertaken and 
are still under way. Secondly, we investigated the 
possibility of eliminating the reactions by preparing 
the vaccine in an entirely synthetic medium. Such 
a medium, based on Medium No. 858 of Healy 
et al.,? proved suitable. Its composition and method 
of use are described in this report. 


MATERIALS AND METHOD 


The composition and details of preparation of the 
medium used are outlined in Table I. The inoculum 
for each 500 ml. of medium was 0.5 ml. of a re- 
constituted freeze-dried culture! containing approxi- 
mately 5 x 108 organisms per ml. The flasks were 
incubated for 24 hours at 37° C. Samples for testing 
for total bacterial count and for the presence of toxins 
were taken, and phenol to give a concentration of 
0.5% was added to the remainder. It was then placed 
in a water bath at 56° C. for 1% hours. Following this, 
samples for sterility tests were taken (0.5 ml. on each 
of three blood agar plates, and 0.5 ml. into each of six 
tubes of thioglycollate medium and trypticase soy broth 
medium containing meat particles and incubated at 
30-32° C. for seven days) and the vaccine was re- 
frigerated at 4° C. until required. The total count of 
staphylococci varied from 12 x 10® to 30 x 10® organ- 
isms, the average being 20 x 10° organisms per ml. 
To test for toxins, approximately 5 ml. quantities of the 
vaccine were Seitz-filtered and tested for hemolysins 
on rabbit and sheep erythrocytes, and for erythrogenic 
and dermonecrotic toxins by injecting rabbits with 0.1 
ml. amounts intracutaneously. None of the vaccine 
preparations contained any of these toxins. 

Once the results of the sterility tests were found to 
be satisfactory, the phenolized. heat-killed vaccine was 
brought to 37° C., 100,000 units of dornaset added for 
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each 500 ml. of vaccine, and incubated at 37° C. for 
24 hours. The preparations were then removed from 
the incubator (or water bath) and held at room 
temperature until complete (or almost complete) lysis 
of staphylococci was achieved. This varied from one 
to six weeks, but the lysis could be substantially 
hastened by constant’ shaking. Periodic adjustment of 
pH to between 7.0 and 7.4, the optimum range for 
dornase activity, was necessary throughout this period. 
Prior to use each vaccine was tested for safety and 
sterility by the methods described previously,! and for 
toxins by the method described above. 


RESULTS AND DISCUSSION 


The immunizing capacity of the polyvalent 
somatic antigen vaccine prepared from the chem- 
ically defined medium and designated as P.S.A. 
No. 6 was determined by the rabbit skin challenge 
technique’ prior to its use in humans. One hundred 
and twenty-five challenge strains were used and 
these included all of the known phage types, and 
some untypable strains. Thirty-four were from 
phage group I, and 16, 29, 6 and 30 were from 
phage groups II, III, IV and the Miscellaneous 
phage group, respectively. In addition, there were 
10 strains which we were not able to type. The 
vaccine gave complete protection against all. 


The course of injections for humans has been 
0.1 ml. intracutaneously (either on the forearm or 
on the back in the medial area of the scapula), 
followed in 10 minutes with 0.5 ml. intramuscularly. 
This dosage is repeated after an interval of four 
to six weeks. It is our opinion, based on animal 
experiments, that the intracutaneous and _intra- 
muscular injections are both essential if the maxi- 
mum effects of immunization are to be achieved. 
The intracutaneous injection, in addition, serves as 
a sensitivity test. 


To date we have had no severe reactions (over 
150 patients) after the administration of P.S.A. 
No. 6. The reactions have ranged from “none” to 
“moderate”, and have been limited to pain at the 
site of injection which has lasted for two or three 
days. There were no systemic reactions. The skin 
reactions at the site of the intracutaneous injection 
have been rather unusual, A slight swelling may 
occur, accompanied by a shallow diffused erythema 
which may extend in. size from a few centimetres 
to most of the forearm. This will generally have 
cleared by the third day. There have been no cases 
exhibiting necrosis or sloughing of skin at the 
sites of injection. 

The reactions following the administration of 
P.S.A. No. 4, our earlier preparation,! were much 
more severe. Twenty-six patients received this 
preparation. The reactions varied but none was as 
moderate as the reactions following the administra- 
tion of P.S.A. No. 6. A few systemic reactions 
accompanied by malaise and fever, which lasted 
for two or three days, were encountered. 

P.S.A. No. 6 differs from P.S.A. No. 4 in a few 
minor details of manufacture and in the fact that 
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TABLE I.—Synruetic Mepium ror StapHy.ococcus Somatic ANTIGEN PRODUCTION 


Solution 1 
(Amino acids) 


L-Arginine 
L-Histidine 


L-Tyrosine 
L-Tryptophane 
t-Phenylalanine 


L-Isoleucine 


t-Glutamic acid 
L-Aspartic acid 


1-Proline 


Solution 3 

(Coenzymes) 
Diphosphopyridine nucleotide 
Triphosphopyridine nucleotide 
Coenzyme 
Cocarboxylase 
Flavin adenine dinucleotide 
Uridine triphosphate 
Glutathione 


(Nucleosides) 


Adenine desoxyriboside 
Guanine desoxyriboside 
Cytosine desoxyriboside 
5-Methyl desoxycytidine 
Thymidine 

Distilled water 


3 ooo Oo oOo OOO OOO OSSoSOSSSSO 


Solution 2 
(Vitamins) 


§ 


Vitamin A 

Ascorbic acid (Vitamin C) 

Calciferol (Vitamin D) 
a-Tocopherol phosphate (Vitamin E) 
Menadi 

Pyridoxine 


conoocooocooSo 
ee OOSOSOSCONNN 
HHanwry 


p-Aminobenzoic acid 
(Miscellaneous) 
Sodium acetate 


Sodium glucuronate 
L-Glutamine 


58..3 


Phenol red/(pH indicator) 
Ethanol (as an initial solvent for fat-soluble 
constituents) 


Sipoo oooRO 


Sos & 


Solution 4 
x norganic Salts) 


Fe, as Fe (NOs); 
Distilled water 


*Inorganic salt, but must be added to Solution 1. If added with the other inorganic salts, precipitation will occur. 


Prepare four stock solutions as noted in the table. Heat solution 1 to boiling and add 


0.1 ml. concentrated reagent grade 


HCl. Allow to cool and add to Solution 2 while agitating. Continue agitating and add to Solution 3, and finally, still stirring, add 
the entire amount to Solution 4. The final volume will be 1 litre. This should be adjusted to pH 7.2 - 7.4 with 0.1 NaHCO; or 


0.1 N HCl. - 


an entirely different medium was used for grow- 
ing the staphylococci. The same strains were used 
for its production, however, and the same propor- 
tions of the somatic antigens were incorporated in 
the final preparation. This is shown in Table II. 
The average bacterial count for P.S.A. No. 6 was 
20 x 10® organisms per ml. whereas it was 5 x 10° 
organisms per ml, for P.S.A. No. 4, an approximate 
25-fold difference. A difference in total nitrogen 
was also evident, but this was not as marked, being 
approximately four-fold. P.S.A. No. 4 averaged 
250 y»g./ml. whereas P.S.A. No. 6 averaged only 
70 yg./ml. Some of the reduction in reactions 


TABLE II.—Composit1on or POLYVALENT SoMATIC ANTIGEN 
VaccinE No. 6 
Proportion 
in vaccine 
Strain Phage type 
584763 (Group I) 80/81 
596536 (Group II) 3A/3B/3C 
596510 (Group ITI) oe 
591714 (Group IV) 4 
6032 (Group I) KES. 


between the two preparations could have been 
due to the differences in the bacterial count and 
total nitrogen concentration, This was not tested, 
but it is very unlikely that this difference in re- 
actions, which was quite marked, could be 
attributed entirely to this quantitative difference in 
the two vaccines, for so far as can be judged in 
protection tests in rabbits, and in the production of 
agglutinins in rabbits and humans, there is very 
little or no difference between the immunizing 
capacity of the two vaccines. 

The significance of staphylococcal agglutinins 
has not yet been determined. We have found that 
strains from different phage groups possess a com- 
mon agglutinating antigen. We have also found 
that animals (rabbits and hamsters) immunized 
with monovalent somatic antigen will be protected 
against lethal challenge with the homologous strain 
and a limited number of heterologous strains, pro- 
vided that the challenged animal has an agglutinin 
level of 1:600 or more. It will not, however, be 
protected against challenge with all strains. On 
the other hand, the agglutinin levels after im- 
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munization with polyvalent somatic antigen are no 
higher than those obtained with the monovalent 
form, but the polyvalent vaccine will protect 
against a much wider range of staphylococcal 
strains. It is therefore clear that the presence of 
agglutinins, even in high titre, does not always 
indicate immunity against infection with a given 
strain but it may have some significance, or be an 
indication of immunity against others. 


TABLE III.—Tue Immunizinc VALUE oF COMMERCIAL STAPHYLOCOCCAL 
OXOIDS AS SHOWN BY THE RABBIT SKIN CHALLENGE TEST 


Challenge strains Average agglutinin titrest 


umber 

Number protected Pre- Post- 
Manufacturer used against immunization immunization 
Bn ois c hae eo 36 4 1:64 1:640 
| ph ee 36 8 1:128 1:2560 
ae vcs duineeen 36 3 1:64 1:1280 
DP utter eal 36 3 1:256 1:1280 
i Ss veiata tees 15 3 1:256 1:1280 


*Toxoid combined with other staphylococcal antigens. a 
tThere was no detectable antitoxin in either the pre-immunization 
sera or in the post-immunization sera taken two weeks later. 


Attempts to isolate the substance (or substances ) 
involved in immunity to staphylococcal infections 
are now in progress. The pathogenic staphylo- 
coccus produces a number of diffusible substances 
in vitro, which have been shown to have adverse 
reactions on tissues or on tissue constituents. These 
include toxins (hemolytic, dermonecrotic and 
lethal), leukocidins and various enzymes such as 
hyaluronidase, coagulase, various proteases and 
lipases. There seems little reason to doubt that the 
toxins can and do play a part in staphylococcus in- 
fections, but the part, if any, that these other sub- 
stances play is uncertain. It is questionable whether 
the antibodies to any of them, including the toxins, 
play any major part in immunity or resistance to 
staphylococcal infections. Staphylococcal toxoids 
have gained in popularity in recent years and 
their proponents attribute whatever success that 
has been achieved to the production of specific 
antitoxins. There is some evidence, however, to 
suggest that this may not be the case, and that the 
immunity developed to staphylococcal infections 
might be due to other factors. In the course of our 
studies, we have had occasion to assay toxoids 
from five different manufacturers by the rabbit skin 


~ 


GREENBERG AND OTHERS: SOMATIC ANTIGEN VACCINE 947 







challenge test. The protection afforded by these 
products varied but ranged between 9 and 22% 
of the challenge strains. In all cases, the agglutinin 
titres in the test animals (rabbits) rose significantly, | 
indicating that antibodies other than antitoxins 
are involved. This is shown in Table III where the 
number of strains used for challenge and the 
number protected against, and, as well, the average 
rise in agglutinin titres, are recorded. There is 
therefore good reason to question the purity of 
the preparations labelled “toxoid”, for it is clear 
that other antigens can be involved. 


Our work with somatic antigen has shown 
clearly that antitoxin is not a factor in any im- 
munity developed following its use. The method 
of manufacture and our control tests preclude the 
possibility of the presence of toxins or toxoids. 
Furthermore, in our studies with humans and 
experimental animals we have not been able to 
demonstrate a rise in antitoxin levels in any of the 
experimental subjects. It is our contention that if 
immunity is ever achieved it will be due to the 
development of antibodies that have a marked 
antibacterial activity. Antibodies to the various 
diffusable substances may alter the course of an 
infection, but it is extremely doubtful whether 
they could stop an infection. 


SUMMARY 


A chemically defined synthetic medium for the 
production of staphylococcus somatic antigen has been 
described. 

Vaccine produced in the above medium is relatively 
reaction-free. Reactions, when present, have been 
moderate and of short. duration and have been con- 
fined to the sites of injection. 

The course of immunizations for human subjects is 
outlined. 


The relative value of the different antibodies, i.e. 
agglutinins, antitoxins, antibacterial, etc., is discussed. 
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THE RODDICK BILL 


The “Roddick Bill’, which provides for one registration 
and establishes a Dominion Council, upon whose licence 
physicians may practise in any province, passed a special 
committee of the House of Commons on Marca 3, Provision 
is made for representation on the council from universities, 
and by reason of this provision objections were urged by 
Saskatchewan, Alberta, and British Columbia, on the 


ground that they have no universities. By way of com- 
promise, it will be provided that of the three members of 
the council appointed by the government, two shall be from 
these provinces. With this exception the Bill will be reported 
as it stood in the abstract published in the Journal in 
February. The congratulations and thanks of the profession 
will go out to Dr. Roddick for his unceasing labour in this 
cause during the past nine years.—Canadian Medical Asso- 
ciation Journal, 1: 363, April 1911. 
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OBSERVATIONS ON VAGINAL 
TRICHOMONIASIS 


I. IN PREGNANCY* 
S. C. ROBINSON, M.D., Halifax, N.S. 


VAGINAL trichomoniasis is undoubtedly the most 
common infection to which the pregnant woman 
is subject, Since the existing literature contains 
no information to indicate whether or not this 
particularly common maternal infestation is as- 
sociated with disease in the newborn, an investi- 
gation of this problem was carried out in the 


Dalhousie Prenatal Clinic and the wards of the~’ 


Grace Maternity Hospital in Halifax. Funds were 
provided by a National Health Grant, and a labora- 
tory was set up where a successful technique for 
culturing the organism was evolved. 


METHOD 


All new admissions to the prenatal clinic were 
examined, the presence or absence of vaginal 
symptoms was determined, a direct wet smear 
from the vagina was examined microscopically, 
and vaginal secretions were inoculated by means 
of a swab into: (1) simplified trypticase serum 
medium for vaginal trichomonads and (2) thio- 
glycollate broth medium for general bacteria. After 
suitable incubation periods the trichomonads were 
identified microscopically and the bacteria were 
plated on to blood agar for identification. 

These examinations were repeated on admission 
to hospital for delivery, and the lochia was also 
similarly cultured at approximately the seventh 
postpartum day. 

These studies weré continued for a year, from 
July 1959 to July 1960. During this time all the 
babies were observed closely for evidence of illness 
or infection. A similar culturing program was con- 
ducted using oral, umbilical, and vulvovaginal 
swabbings from abnormal babies. 

Only prenatal patients complaining of symptoms 
were treated. 

After a year during which nearly 500 patients 
were studied in this manner, the bacterial studies 
were discontinued; but culturing for Trichomonas 
was continued as the information so obtained was 
useful in relation to further investigations of an 
epidemiological nature, which were initiated at 
that time. 


TABLE I.—Prenatau Cases 


Positive for Trichomonas vaginalis 429 


‘ 47.8% 
Negative for Trichomonas vaginalis 


52.2% 
897 100.0% 


*From the Department of Obstetrics and Gynecology, Dal- 
housie University, Halifax, N.S: 
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RESULTS 


Table I shows the total number of pregnant 
patients studied to date and the numbers and 
percentage of those with and without Trichomonas 
vaginalis infestation. 

Table II shows the types of bacteria found in 
the first 473 cases and the frequency with which 
these organisms were -demonstrated. It will be 
seen that there was no difference in the vaginal 
bacterial flora between those patients with and 
those without Trichomonas infestation. 

There were so few babies affected in any way 
that no correlation could be made between any 
neonatal lesion and the presence of maternal tri- 
chomoniasis. In no case was Trichomonas vaginalis 
grown from a neonatal source. 


TABLE AI.—Resvutts or BacTERIAL AND TRICHOMONAS 


CutturEs IN 473 PRENATAL CLINIC PATIENTS 


Trichomonas Trichomonas 
positive negative 


67.3% 
5.3 

31.0 

1 


Bacteria 


Gram-positive diplococci. . . . 
Gram-negative diplococci. .. . 
Streptococci 

Spore-bearing aerobes....... 
Gram-positive bacilli 

L. organisms (P.P.L.O.)..... 
Diphtheroids 

Gram-negative rods 
Trichomonas vaginalis 


1.7 
17.6 
13.3 
4.8 
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No correlation could. be demonstrated between 
maternal morbidity and the presence of Tricho- 
monas vaginalis. This. observation confirms the 
work of Trussell et al. 


Table III gives the percentage of lochia speci- 
mens showing Trichomonas vaginalis. This is 
roughly 8% less than. the incidence of prenatal 
infestation, and, appropriately, this agrees with the 
percentage of patients with symptoms and, there- 
fore, the percentage treated. 


TABLE III.—Locu1a CuttureEs ror 
TRICHOMONAS VAGINALIS 


The vaginal pH was studied in a small group 
of these cases. Here again, no correlation was 
found between those patients with and those with- 
out Trichomonas vaginalis infestation. The overall 
pH range in both groups was between 4.5 and 7.5. 


CONCLUSIONS 


Trichomonas vaginalis was present in the vagina 
of half the women attending the Dalhousie Pre- 
natal Clinic. It occurred more commonly, therefore, 
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than any of the so-called “normal” vaginal inhabit- 
ants. 

The range of vaginal bacteria in this group of 
pregnant patients was wide, and was unrelated 
to the presence of Trichomonas vaginalis. 

The pH range of the vaginal secretions in these 
patients was also wide and it too was unrelated 
to the presence of Trichomonas vaginalis. 

There appears to be no “favourable” pattern 
of vaginal flora or acid-base reaction which en- 
courages the growth of Trichomonas vaginalis. 

Maternal trichomoniasis has no effect on the 
newborn, nor does it produce a bacterial situation 
which is significant for the newborn. 


- Discussion 


These findings confirm certain previous observa- 
tions and provide.some new information concern- 
ing human trichomoniasis. It is to be noted that 
these data relate to the population of a free pre- 
natal clinic consisting for the most part of a 
below-average income group. Similar information 
being compiled on private patients in the same 
city appears to show a lower incidence of infesta- 
tion by Trichomonas vaginalis. 

Unfortunately, almost nothing is known of the 
natural history of vaginal trichomoniasis, the life 
cycle of the flagellate, alternative natural growth 
sites (if any), or the epidemiology and pathology 
of trichomonal vaginitis. The studies of Trussell? 
and others seem to indicate that Trichomonas tenax 
and Trichomonas hominis, the other trichomonads 
found in man, are not identical with and do not 
become converted to Trichomonas vaginalis. Nor 
are these three flagellates apt to be confused 
morphologically, in culture, or in infested sites in 
human hosts. 
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ROBINSON: 





Opinion is divided between those who consider 
that Trichomonas vaginalis infestation is a venereal 
disease*»* and those who maintain that the con- 
dition is psychosomatic.’.* As we have gained 
experience in studies on this organism, we have 
become increasingly skeptical of either view. Much 
more basic scientific information is needed, and 
for this purpose a number of continuing studies are 
being conducted on both males and females in 
other population samples in Halifax, in an en- 
deavour to obtain factual epidemiological informa- 
tion from which valid conclusions may be drawn. 
We know that Trichomonas vaginalis survives when 
placed (mistakenly) in our laboratory deep-freeze, 
but we have been completely unsuccessful in trying 
to obtain positive cultures from recently used 
clothing, bedding and appliances. Contrary to the 
experience of others, we have been generally un- 
successful in recovering these organisms from men. 

Metronidazole is a very promising form of treat- 
ment for trichomoniasis, even the most stubborn 
symptomatic cases usually responding most satis- 
factorily to its administration. 

Experiences with the use of metronidazole, par- 
ticularly in the treatment of trichomoniasis in preg- 
nant women, will be described in a subsequent 
report. 
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PAGES OUT OF THE PAST: FROM THE JOURNAL OF FIFTY YEARS AGO 


SOCIAL PROBLEMS IN RELATION 
TO MEDICINE 


In order to convey a clear idea of the practical nature 

of the work of the Boston Social Service Department, not 

- only in regard to tuberculosis, but in other directions, I 

shall refer to some discrepancies which Mr. G. K. Chester- 

ton has commented on in connexion with certain medical 

examinations which are frequently inflicted upon the poor 
of London: 

“The son of a widow, a needlewoman, let us say, is 
sent by a strict law to a special school. It is there dis- 
covered that he cannot see the blackboard very plainly. 
A doctor descends upon the widow, and tells her to take 
her son to some remote hospital to be examined. She does 
so, and most probably she finds she cannot be attended 
to. She has to travel to the distant hospital again and 
perhaps again, nnne sums on’ trams and trains which 
correspond to a five-pound note for you and me. Eventually 
her son’s eyes are examined, and there is an end of the 
matter, for although that happy youth has the rapture of re- 
garding a,precise definition on.paper of the sort of glasses 


he ought to have, his mother is no more capable of buying 
gne or diamond shirt- 
ical apparatus, she must 


them than she is of buying 
links. If she wants the simplest m 


fall back upon one of the most elaborate and fantastic of 
all forms of individual charity. 

“I have taken this one case of medical examination 
among the poor because it happened to come my way; but 
the thing is being done everywhere, in every shape, and 
in every department. Officials come round and leave little 
cards about the hygienic way in which to give children 
food. They leave the cards; they do not leave the food. 
Lady scientists come round with bright, little essays about 
milk; they do not come round with the milk. Poor children 
are told in laundry classes to pass a garment through 
three waters, but nobody gives them so much as one water? 
Children are told in cookery classes to pass a viand from 
a saucepan to a stewpan; but nobody offers to lend them 
even the saucepan.” 

The Boston Social Service Department, on the other 
hand, steps in and endeavours to make it possible to pro- 
cure the spectacles, the milk, the bread, the water, the 
saucepan, or whatever it may be, by arranging for and 
securing the logical and intelligent codperation of the 
family, relatives, friends, beneficent organizations, or any 
other agencies which can be induced to interest themselves 
in the. patient’s cause; and if necessary: the municipality 
or state is called into requisition —Richard Monahan, Cana- 
dian Medical Association Journal; 1: 337; April 1911. 
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TREATMENT OF ACUTE 
ALCOHOLISM 


SAUL COHEN, M.D., Regina, Sask. 


pidICINA e THE TREATMENT of acute alco- 
> % holism should be the first step 
S * in a “total push” program of 
a ° . ° ° ° 
= M G 2 detoxification and identification, 
°,"y —¢&@ plus rehabilitation of the inebri- 
cise eC ated patient to a life of con- 
4NADEN 


tented sobriety. 

The diagnosis of acute alco- 
holism in the majority of instances is a simple 
matter, but this customary simplicity can often 
lead one to err. There are many instances in the 
police records where someone has been committed 
to a cell on a charge of drunkenness and subse- 
quently died overnight from a cerebrovascular 
accident, a fractured skull, diabetic acidosis, ure- 
mia, hypoglycemic coma or other disease. 

When a patient is brought into the dressing room 
of a general hospital in what appears to be a 
drunken coma, the wise examining physician will 
admit him to hospital for observation.! A compre- 
hensive medical examination is carried out in order 
to exclude coexistent disease and/or injury. Suppose 
that a diagnosis of acute alcoholic intoxication is 
made, treatment will be carried out according to 
the following stages. 

Comatose stage.—The principles which underlie 
the management of such a patient are the establish- 
ment of an adequate airway and supportive 
measures for respiration and circulation until the 
patient has metabolized or excreted the drug. The 
patient must never be left alone, until an active 
cough reflex returns. Two important, but often 
neglected procedures are to raise the foot of the 
bed and to institute gastric suction. The patient's 
need for fluid should be evaluated and his needs 
met by intravenous administration of 2000 c.c. of 
5-10% glucose in saline, or 50 c.c. of 50% glucose. 
The addition of electrolytes, insulin and vitamin B 
complex to the intravenous solution is often ad- 
visable. These measures are believed to accelerate 
the elimination of alcohol and also to combat the 
dehydration and electrolyte imbalance which fre- 
quently complicates acute alcoholism. If the patient 
continues to be depressed despite the various sup- 
portive measures mentioned, he may be given 
stimulants such as caffeine sodium benzoate, 
methylphenidyl acetate (Ritalin)? or vanillic acid 
diethylamide (Emivan)* 50-100 mg. intravenously. 

Combative stage.—The treatment program for 
the combative alcoholic has been greatly simplified 
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since the advent of the tranquillizers. It has been 
found advantageous to use promazine,* 50-100 mg., 
intravenously or intramuscularly four-hourly for 
three doses, then six-hourly for three doses, for 
the noisy hyperactive patient, followed by oral 
administration of Librium® 10-20 mg. four times 
daily. Nicotinic acid, 400 mg. intravenously, has 
also been helpful in agitated combative patients. 
Blood pressures are recorded at regular intervals 


-- until stabilized. At the end of four days Librium 


therapy is accompanied by Klestrol® capsules 2-4 
four times a day after meals. During this period 
the only-other therapy utilized is vitamin B com- 
plex intramuscularly or intravenously, once a day, 
supplemented by a high protein diet. Drugs such 
as paraldehyde, chloral hydrate. and barbiturates 
have been discarded because they are depressants 
belonging to the same group of drugs as alcohol. 

Convalescent stage.—At this time the convales- 
cent ambulant alcoholic may suffer from the symp- 
toms of the withdrawal syndrome.’ Graded accord- 
ing to severity they are: 

Stage 1. Shakes: (a) Subjective symptoms — 
tremors, butterflies, psychomotor agitation, fear, 
panic, depression, nausea, vomiting, and diarrhea. 
(b) Objective signs — exaggerated reflexes, ankle 
clonus, nystagmus, fever, hypertension, tachycardia 
and non-specific electrocardiographic changes. 

Stage 2. Hallucinations, auditory and visual. 

Stage 3. Convulsions (epileptiform). 

Stage 4. Delirium tremens (1, 2, 3, plus extreme 
confusion and disorientation as to time, place and 
person.® ) 

Special drugs used for their treatment include 
(1) anticonvulsants*—(a) primidone (Mysoline), 
0.25 g. four times daily; (b) MgSO, (20-50% 
solution), 8 g. daily in divided doses, intramuscu- 
larly or intravenously; (2) antihallucinogenics— 
azacyclonol (Frenquel), 40 mg. orally (2 tablets) 
four times daily or 100 mg. intravenously every 
eight hours; (3) antidepressants—Nardil, Tofranil. 

The stage has now been reached at which the 
patient's emotional and physical equilibrium is 
temporarily restored. The above treatment of the 
acute phase of alcoholism is not complete any 
more than is the treatment of a diabetic complete 
when the acidosis is controlled. Treatment of acute 
alcoholism should be interpreted to include not 
only specific drug therapy and _ hospitalization 
where needed, but should include word-therapy, 
an approach to the underlying illness, alcoholism, 
which attempts to spark the patient’s insight 
and motivation in the direction of acceptance of 
his illness. The well-informed family physician 
confronted with a patient identified as an alcoholic 
has the wonderful opportunity to turn what could 
be and usually is a “revolving-door” first-aid pro- 
cedure into a potentially constructive event in 
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this patient’s life. At this moment the patient is 
in a stage of physical and psychical crisis: he 
is ripe for the opportunity of initiating a funda- 
mental plan for total rehabilitation back into his 
community as a useful and respected citizen. 

The doctor who can recognize the symptoms of 
potential and actual alcoholism is obviously better 
equipped to help his patient than the practitioner 
who has the older, stereotyped concept of the 
alcoholic—the Skid Row bum. We must under- 
stand that an individual suffering from alcoholism 
undergoes a gradual, almost imperceptible, but 
certainly progressive disintegration in four life 
areas—spiritual, social, psychological, and physio- 
logical, in that order, throughout his drinking years. 

Dr. E. M. Jellinek,’° formerly of the World 
Health Organization, and widely recognized as an 
authority on alcoholism, has conducted intensive 
studies on what have been described as “the four 
phases of alcoholism”. His chart, Addiction Profile 
of an Alcoholic, is based on the analysis of the 
drinking patterns of more than 2000 admitted alco- 
holics. 


The hypothetical patient described above is at 
Stage 3 on the Jellinek chart, the stage “where one 
drink is too many and 20 drinks are not enough”. 
He still believes that his drinking can be mastered 
and brought under control at some time in the 
indefinite future. He begins to rationalize his drink- 
ing behaviour, and becomes paranoid, blaming 
others for his excesses. His life becomes alcohol- 
centred and increasingly disorganized. He may 
resort to regular morning drinking—“eye-openers’. 

Up to now this patient has been fighting against 
losing control over his intake of alcohol. He has 
tried to keep up a front and to retain some sem- 
blance of his social position. 

At this moment he is in imminent danger of 
entering the fourth and final phase of alcoholism, 
at which point he no longer bothers to keep up 
appearances. The need for alcohol has finally 
achieved dominance over him. He literally needs 
alcohol to keep going. He lets the whole structure 
of his life collapse. He may have vague, impractical 
dreams for the future, but he no longer has the 
desire or capacity to start the road back without 
help. He has finally reached “psychological bottom”. 
To summarize the foregoing: It would be 
extremely valuable for the general practitioner to 
have a “5-point check list” for dealing with the 
alcoholic patient. The following may prove helpful: 

1. Learn a simple method of detoxification. 

2. Learn to use the Jellinek Identification Chart 
to acquaint the heavy drinking patient with the 
symptoms and the signposts on the road to alcohol- 
ism. 

3. Utilization of Multi-Disciplinary Approach 

a. Social workers to obtain data on patient's 
background, family, home, and business relation- 
ships. 
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b. Psychologists for psychometric testing in 
order to evaluate the “rehabilitation potential” of 
the alcoholic." 

c. Psychiatrists for assessment of the patient’s 
emotional background, screening out psychotic 
elements, utilizing -individual and group psycho- 
therapy, hypnosis, psychodrama, etc. Research in 
Saskatchewan has produced provocative results in 
selected cases of alcoholism with such drugs as 
lysergic acid (LSD-25), penicillamine and luco- 
adrenochrome.!”: 18 

4, Utilization of Available Community Resource 

Teams to Contact Patient in Hospital 

a. Alcohol Counselling and Referral Centres— 
whereby arrangements may be made to set up 
“Basic Training Programs” on discharge—a series 
of orientation lectures on alcohol facts and fallacies, 
medical support, counselling, with full facilities 
for follow-up. 

b. Local Alcoholics Anonymous groups where 
the patient is embarked on an “Advanced Training 
Program”—teaching how to live a life of serenity 
without alcohol. 

5. Enlist the aid of other members of the patient's 
family in the treatment and expose the family to 
the influence of the above agencies as well as to 
alcoholism-orientated clergy. 

Medical seminars on alcoholism which the author 
attended recently at Washington and Yale Uni- 
versities all pointed out the pathetic inadequacy 
of previous medical education in preparing the 
physician to deal with any problems of alcoholism. 
The tragedy of our day is that we have all facts 
but no knowledge, all specialization but no wisdom, 
all know-how but no know-why, all signposts but no 
destination — an absolute dichotomy between 
breadth and depth, in the field of education and 
training of the physician." 

There are four important conclusions which 
should be inferred from the foregoing: 

1. The medical profession must own to a con- 
siderable responsibility for the inadequacy and un- 
reliability of statistics in the alcohol field, through 
our negative, unscientific attitudes towards report- 
ing a very positive threat to public health and 
security. 

2. Development of alcoholism teaching and train- 
ing services should be accomplished at two levels: 
(a) medical schools and (b) postgraduate activities 
of professional organizations. 

3. The family physician should accept and retain 
the responsibility for the overall management and 
treatment of the alcoholic patient. The various 
social and civic agencies can be of invaluable 
assistance in managing specific problems. As over- 
all supervisor of the patient, the doctor can select 
the agencies which are best suited to handle the 
patient's particular problem. 

4, The family doctor is faced with a big chal- 
lenge in the alcoholic patient—to meet this 
challenge, he must develop qualities of knowledge, 
understanding and patience. Then having learned 
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to use these qualities to best advantage, his chances 
of success with this heretofore perplexing problem 
will be enhanced, and the results most rewarding.” 


I am grateful to Drs. D. B. Blewett and F. Grunberg, 
Psychiatric Services Branch, Department of Public Health, 
Saskatchewan, and Dr. S. S. Meighan, Saskatchewan Cancer 
Commission, for their constructive criticisms. 


Regina Medical Centre, 


1847 Rose Street, 
Regina, Sask. 
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HOSPITAL RECORDS AND 
RECORD ROOMS 


A. R. C. COLE, M.D.,* Toronto 


A section of the Public Hospitals Act of Ontario 
passed in 1937 defines the requirements for the 
keeping of hospital records. These records are used 
for many purposes. They are primarily kept for the 
patients’ benefit. The physician’s care of the patient 
is influenced by the course of the disease, which is 
recorded in the patient’s file. In the teaching of 
medical students and nurses, frequent reference 
is made to them. Physicians consult them for re- 
search purposes. Public health services require 
them to ensure that discharge orders are being 
properly followed out by the patient at home. Im- 
portant statistics are compiled from them. The 
physician or administrator may need to refer to 
them for medico-legal reasons. The monetary 
assessment for the patient’s hospital and medical 
care is derived from them. 


One of the chief difficulties in regard to records 
centres on the problems involved in providing for 
their proper completion. Once the patient is ad- 
mitted to hospital and is on the road to recovery, 
the keeping of records tends to become a nuisance. 
Progress notes are often omitted and discharge 
notes frequently are not made except in the form 
of discharge orders, There has always been a 
tendency on the part of the house staff in any hos- 
pital to postpone the completion of the records 
until all other duties have been performed. These 
factors constitute a serious handicap to physicians 
in their conduct of research projects, involving the 
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compilation of various data in a series of similar 
cases. The hospital administration section cannot 
complete the insurance claims or investigate legal 
claims until the record has been completed. The 
lack of availability of records for the emergency, 
outpatient or inpatient services proves most in- 
convenient at times for both patient and physician. 


The following suggestions are offered with the 
hope that they may assist in the understanding and 
alleviation of some of these difficulties. 


LOCATION AND EQUIPMENT OF RECORD 
FACILITIES 


The location of the record room should be in 
convenient relationship to the following depart- 
ments: (1) the inpatient admitting section, (2) 
the medical staff room, (3) the emergency depart- 
ment, (4) the outpatient department, (5) the 
transcription and correspondence services. If this is 
not feasible, some form of rapid interdepartmental 
communication should be arranged. In smaller 
hospitals, messenger service is adequate. In larger 
hospitals pneumatic tubes, elevators or conveyor 
belts may be necessary for adequate interdepart- 
mental service. 


Physical Requirements of the Record Room 


It should be large, airy and well illuminated. 
There should be ample space for filing cabinets. 
A five- to ten-year backlog of histories should be 
kept in the record room. It should be borne in mind 
that the number of hospital admissions is greater 
each year and for this reason a great deal of 
storage space is needed, Some of the floor space 
should be assigned for the use of physicians en- 
gaged in research projects and for the completion 
of records. 
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Record Room Equipment 


Desks and tables should have large clear surfaces. 
Each employee needs his own working space. 
There is always a large amount of alphabetical and 
numerical sorting to be done. This can be com- 
pleted more accurately and rapidly on a large 
surface. Most of the desks should be equipped with 
typing facilities, 

Filing cabinets should be of the roller-bearing 
type. More than four drawers per cabinet is not 
desirable unless a good type of movable ladder 
is installed for the clerical staff to reach the higher 
drawers. Multiple drawer master file cabinets are 
often difficult to use. If this drawer-upon-drawer 
type of cabinet is used, a fair amount of floor space 
should be allotted to each cabinet so that more 
than one clerk may use it at one time. One office 
equipment manufacturer has recently placed on the 
market a new type of master file cabinet in the 
form of a large number of cards arranged with all 
the cards at table height; this eliminates the neces- 
sity for bending. No drawers need be opened and 
closed. The difficulties with this form of cabinet 
are its cost and the large amount of floor space 
that it requires. It has been found useful in large 
insurance firms and municipal offices, where it 
saves the clerical staff a great deal of time. 


The cross filing cabinet should be of such a 
height that it can be used by a clerk while sitting 
down. Removable trays allow more than one 
librarian to use the cards. Visible files used in 
some hospitals require filing of older and more 
current cards in separate places. If all are kept 
together, an extremely bulky unit is required. 
Dividers for the cards are available, marked ac- 
cording to the Standard Nomenclature of Disease 
and Standard Nomenclature of Operation. 


Dictaphone, tape recorder and/or telephone 
dictation equipment help greatly with the rapid 
completion of records and medical correspondence. 

Microfilming of older records is used in some 
hospitals as a space-saver. Research and review of 
old history records are not facilitated by this 
system, however. 

Punch-card systems of cross-indexing are ex- 
cellent but the equipment is expensive. The ac- 
curacy of the staff in recording punch-card data is 
most important. Where this system is used, a 
large amount of statistical information can be com- 
pleted rapidly and accurately. Minute statistical 
data can also be compiled readily by this means. 
The Sortergraf is useful for rapid temporary sort- 
ing of incoming histories or loose sheets. The 
divisions may be alphabetical or’ numerical. The 
accumulation of large volumes of unfiled histories 
or papers on desk surfaces is avoided and much 
clerical filing and drawing time is saved. 


Record Room Personnel © 


No matter how up to date the record room and 
its equipment, or the system of record keeping 
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established therein, the ultimate usefulness of the 
department will depend on the efficiency and 
conscientiousness of its staff. The initiative and 
administrative ability of the librarian are most im- 
portant in the larger hospital with a good-sized 
staff. Lack of interest or carelessness on the part 
of the clerical staff will create much duplication of 
effort. Accuracy is all-important. It has been stated 
that medical accounting should be as accurate as 
hospital accounting. If record room staff perform 
their duties both accurately and quickly, an 
excellent job will be the result. As the staff in the 
records department works out of contact with the 
patient, the need for haste is often difficult to 
understand. It is helpful for record room staff from 
time to time to visit the departments in which the 
records are being used to help the patient. Simi- 
larly, medical and nursing personnel should have 
some knowledge of the records department so they 
may understand the reason for delay in obtaining 
records in some cases. 

Many persons with a rather vague impression 
that work in a hospital might be interesting obtain 
employment in hospital record rooms. They are 
often disappointed by the routine nature of their 
work, the accuracy required, and the difficulties 
encountered. In order that an efficient staff be 
maintained in this department the rates of pay 
should approximate those of clerical employees in 
business offices, and record room personnel must be 
impressed by the fact that their work is essential 
to efficient hospital administration. 


INTRADEPARTMENTAL ORGANIZATION 


Within the record room various subdivisions of 
the work involved should be established according 
to the volume of records handled. 

Checking of records for quantitative complete- 
ness on arrival from the various wards should be 
carried out as quickly as possible. Quantitative 
analysis should cover the following features: 

(a) Checking of the patient’s identification and 
discharge data on the face sheet. 

(b) Checking to ensure that the record contains 
a clinical history. 

(c) Checking operative notes against patho- 
logical and x-ray reports to ensure that the informa- 
tion thereon corresponds. 

(d) Checking progress notes for records of re- 
moval of sutures, drains, and the like. 

(e) Checking the treatment sheet to ensure that 
those tests and procedures that were ordered were 
carried out and that reports of these are present 
or will be obtained. 

(f) Checking for signatures of those responsible 
for the record: the physician in charge of the pa- 
tient and the various heads of such associated de- 
partments as x-ray, pathology and_ laboratory 
services. 

(g) Checking for the appropriate nurses’ signa- 
tures on the discharge sheet, nurses’ notes and 
treatment sheets. , 
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Completion of records: The staff responsible for 
this function should allocate incomplete records 
to the physicians responsible for the patient con- 
cerned. The record should be appraised quali- 
tatively and, if approved, signed. 

Correspondence and stenography section: The 
use of the dictaphone and telephone dictation or 
tape recorders allows the physician to complete 
his record at his convenience during the day or 
evening. 

Checking the cross-indexing is a part of the 
librarian’s work and should be done in a quiet 
section of the record room. 


Research records and requests for individual*’ 


histories for temporary use in the record room 
should be handled by one person or section within 
the records department. 


Hospital and medical insurance claims constitute 
a steadily increasing burden for record room 
personnel. A section or individual within the 
records department should be assigned to this work. 


Drawing and filing section.—This section has one 
of the heaviest and most tedious tasks but is most 
vital to the efficient operation of the records depart- 
ment and the interests of the patient. The number 
of clerks employed at this work should be large 
enough to handle the volume of daily requests 
from admitting, outpatient and emergency depart- 
ments. There is usually a large turnover of staff in 
this section owing to the nature of the work in- 
volved. For this reason it is wise to have three 
clerks familiar with these duties. 


One frequently occurring problem is that of 
trying to locate the record of a patient recently 
sent home from hospital or of one who has recently 
attended the outpatient department. The record 
may have been kept in any one of the above 
sections of the hospital or even extradepartmentally 
in the public health service, a clinic or the hospital 
ward. Each section within the department must 
keep records where they can be readily consulted. 
If kept extradepartmentally they should be re- 
tained in one specified place so that a phone call 
or a visit by the clerks who return files to that 
department is all that is required to determine 
quickly the location of the chart. 

Theoretically, records should not be kept extra- 
departmentally, but in practice they are. To be 
of value this arrangement should be well organized. 
The drawing and filing section is one where 
auxiliary hospital personnel can be of decided 
assistance, since staff turnover here is a constant 
problem. Volunteer workers can perform an im- 
portant function by undertaking this never-ending 
task, which requires constant accuracy. 


EXTRADEPARTMENTAL ORGANIZATION 


Extradepartmental organization of record systems 
is normally determined by the medical advisory 
board in accord with the recommendations of the 
medical records committeé. The adoption of the 
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following suggestions will decrease the number of 
difficulties which commonly arise. 

The unit system.—The patient should be assigned 
a number on the occasion of his first admission, 
whether as an outpatient or an inpatient. In some 
centres such unit numbers are also given for pa- 
tients attending only for x-ray or laboratory pro- 
cedures. Such patients may be admitted later; their 
records would not be properly complete if their 
x-ray and laboratory reports were filed in separate 
departments. On subsequent visits or admissions 
the same number should be used. Care must be 
taken to eliminate duplication. It is necessary to 
obtain not only the full name and address of the 
patient but also his birth date. Difficulties may arise 
because of language differences and improper 
spelling, In some hospitals there are frequently 
many patients with the same name. As well, the 
patients move about and the address on file may 
be useless. But there are seldom two pedple with 
exactly the same name born on the same day. 

The unit number should be entered on all forms, 
requisitions, reports and progress notes, so that 
these may be filed readily if separated from the 
body of the history or returned to the record room 
after the record has been completed. This pro- 
cedure can be accomplished by an Addressograph 
system. 

Files for a patient being admitted by appoint- 
ment for elective operation or investigation should 
be sought when possible before the patient arrives, 
to avoid the creation of two records with different 
numbers for the same patient. If this is left until 
the patient arrives, there will be further delay 
before he can proceed to the ward. 

Sometimes cards are used by staff physicians in 
their offices, and when properly filled out by the 
doctor, nurse or patient these are of decided 
assistance to the admitting, stenographic and record 
room personnel. 

Completion of records.—It is essential that 
records be completed rapidly; errors and omissions 
must be corrected. There are many reasons for this. 
Frequently, a letter will have to be sent to a phy- 
sician outside the hospital regarding the subsequent 
care of a patient. Records are needed for purposes 
of insurance claims and hospital benefits. To 
facilitate many research projects it is essential that 
records be kept up to date in order that statistical 
studies and assessments of therapeutic efficacy of 
various agents may be readily carried out. Cross- 
indexing of diagnoses cannot proceed until the 
record is complete. One week after the discharge 
of the patient the record should be ready for the 
cross-indexing process. 

Some hospitals permit records to be left on the 
wards for completion, where they are looked after 
by the ward secretary or head nurse. Records of 
patients with interesting medical problems have 
a way of getting out of their hands and into doctor’s 
homes or offices, or interns’ quarters. This may be 
of benefit to one physician, but in the meantime 
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the patient may have returned for follow-up ex- 
amination or operation and no one can find his 
documents. The patient may suffer as a result. 
Records are the property of the hospital. The hos- 
pital relies on the co-operation of the staff and 
administration to see that these delinquencies do 
not occur. 


The record should be sent to the record room at 
the time of discharge of the patient. Here it should 
be checked quantitatively and qualitatively for 
completeness, and assigned to the physician in 
charge for completion, if incomplete. When indi- 
cated, a letter should be sent to the outside phy- 
sician as quickly as possible and the diagnosis 
recorded along with the proper code number. 

The coding of the diagnosis is the physician’s 
duty. If the diagnosis is obscure, coding by use of 
the manifestations index allows the record to be 
filed and obtained again with ease. This procedure 
may be useful later as more becomes known of a 
disease process. Therapy might also be coded 
whenever new forms of treatment are being used. 
When difficulties in coding arise, the medical 
record hospital librarian should be consulted in 
conjunction with the records committee. 


Cross-indexing.—“The Standard Nomenclature of 
Diseases and Operations” is used by a large num- 
ber of hospitals. (Rarely, a full-time physician in 
charge of records and statistics has compiled his 
own system. ) 

Appointment system (O.P.D.).—The outpatient 
department should use the appointment system as 
much as possible, Ii is much easier to draw a large 
number of histories from the files the day before 
the patient’s appointment and to have them ready 
in the clinic than to do this when the patient 
arrives. In large clinics a secretary is essential for 
this function. 
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The records.—The completeness and accuracy ot 
the notes—history, physical examination, diagnosis, 
progress notes and operation notes, anesthetic 
record and summary—are the responsibility of the 
physician. The intern staff share in the responsi- 
bility for a large part of these. The quality of these 
records is the responsibility of senior physicians 
and chiefs of staff. Deficiencies should be noted 
by the records committee and brought to the 
attention of the individuals concerned. 

Staff members are responsible for the record and 
therefore should sign it. Once a record is to be 
used as evidence in court, no change can be made 
in it. If the staff have not kept the records up to 
date and complete or have failed to sign them, this 
can be very embarrassing. 

Forms.—Ideally the record should be capable of 
being read as a continuous account from the first 
attendance to the last visit, and each clinic should 
mark it in turn by stamp. Several clinics have 
found it beneficial to use special forms for their 
own purposes. These should be kept to a minimum, 
as they are confusing for the physician and record 
room with regard to filing sequences, and duplica- 
tion of sheets occurs too frequently. 


CONCLUSION 
Much of the drudgery and difficulty encountered 


in the completion and obtaining of histories can be 
eliminated by the co-operation and attention to 
accuracy of all personnel handling and completing 
records, 

Interesting and useful statistical data, now de- 
termined in a slow, painstaking way, can be pro- 
vided promptly by a record room which has a 
co-operative staff who provide completed and 
accurately coded records rapidly, interested per- 
sonnel and adequate equipment. 





PAGES OUT OF THE PAST: FROM THE JOURNAL OF FIFTY YEARS AGO 


RES JUDICATA 


Rapid strides are being made in what might be called 
constructive surgery. The advances -in the surgery of the 
blood vessels and of bones and joints are conspicuous ex- 
amples. The names of Lexer and usen are intimately 
associated with surgery of the joints. About two years ago 
Axhausen published a most interesting piece of work on the 
transplantation of bone in Archiv. fiir Klinische Chirurgie, 
and now, in the same journal (Band 94, Heft 2), he sup- 
plements his previous work. The free transplantation of bone 
and other tissues is full of interest to the scientist and to 
the scientific surgeon, and all must agree with Barth who 
remarked that the day of osteoplastic work is just beginning. 

Axhausen reports the case of a young woman twenty- 
three years of age, in whom Hildebrand replaced the upper 
end of the femur by a piece of the fibula. When the patient 
was three years of age she fell from a low stool and sus- 


tained a fracture of the upper end of the right femur. She 
was treated by splints and extension, and the union seem 
to be quite satisfactory. Gradually, however, there developed 
a curvature of the upper third of the femur. The cause 
seemed to be a softening of the bone, and finally a cyst 
formed and was ama and the bone was straightened. 
The following year shortening of the limb began to appear 
and a swelling in the neighbourhood of the joint was ob- 
served. The swelling proved to be a fibroma. Hildebrand 
removed the upper end of the shaft of the bone, the neck, 
and the head. He then took a portion of the fibula, covered 
as far as possible with periosteum, from the same leg, and 
used it to fill the gap. One end was driven into the medul- 
lary canal of the femur, and the other end placed within 
the acetabulum. The wound was closed in layers without 
drainage, and primary union followed.—Canadian Medical 
Association Journal, 1: 368, April 1911. 
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OIL OF WINTERGREEN (METHYL 
SALICYLATE) POISONING TREATED 
BY EXCHANGE TRANSFUSION*® 


R. J. MILLAR, M.D., F.R.C.P.[C] and 
J. BOWMAN, M.D., Winnipeg, Man. 


OIL OF WINTERGREEN, because of its pleasant odour 
and its warming effect when applied to the skin, 


has enjoyed a certain degree of popularity as a 


household remedy in the treatment of muscular 
aches and pains. Although the name of the product 
is well recognized as a commonly used counter- 
irritant, it is not well known that this material is 
highly toxic when ingested. Oil of wintergreen con- 
tains a very high (90-98% ) concentration of methyl 
salicylate.| One teaspoon of this preparation is 
equal to approximately 45 grains of free salicylate.” 
It is not surprising, then, that as little as 4-8 ml. 
has been reported to be a fatal dose in young 
children.* An indication of the magnitude of the 
problem of methyl salicylate poisoning may be 
obtained from the statistics of the United States 
Bureau of Census.‘ In the ten-year period 1933- 
1943, there were 526 fatal cases of salicylate poison- 
ing. Of these, 62% were due to methy] salicylate. 


The purpose of this paper is to present the case 
history of a child with severe methyl salicylate 
intoxication and to report the results of treatment 
by exchange transfusion. This procedure, for many 
years used almost exclusively for the treatment of 
hemolytic disease of the newborn, has in recent 
years been used with beneficial results in a variety 
of poisonings. These include the treatment of 
poisoning due to boric acid, ferrous sulfate,® 
isoniazid,’ and barbiturates.* There have been four 
previous reports of the use of exchange transfusion 
in the management of methyl] salicylate poison- 
ing.) 3 9 


A boy, aged 3 years 2 months, was admitted to the 
Winnipeg Children’s Hospital on November 21, 1960, 
at 2 p.m., with a history of having swallowed approxi- 
mately one-half ounce of oil of wintergreen at 7 p.m. 
the previous evening. At the time of ingestion the 
parents had contacted first one and then a second 
physician, both of whom reassured them that nothing 
need be done. During the night the child was noted 
to be breathing very heavily and was difficult to rouse. 
He vomited several times. In the morning he was seen 
by a third physician and was referred immediately to 
hospital. 

On arrival at the hospital (19 hours after ingestion 
of the drug) the child was very drowsy but could be 
aroused to full consciousness. He showed an extreme 


degree of hyperventilation with a rate of 40 per minute. 


*From the Winnipeg Children’s: Hospital and the Manitoba 
Clinic, Winnipeg, Man. 
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He was dehydrated to the extent of approximately 5% 
of his body weight. His blood pressure was 95/60 
mm. Hg. All reflexes were hyperactive. Initial laboratory 
findings showed a serum salicylate level of 69 mg. %, 
blood urea nitrogen of 20 mg. %, sodium of 137 mEq./1., 
potassium 3.4 mEq./l., chlorides 110 mEq./1., a blood 
pCO, of 14, and pH of 7.38. 

Intravenous fluids were started immediately with 
% lactated Ringer’s solution, at 100 c.c. per hour. After 
two and one-half hours of intravenous fluids the 
salicylate level remained at 70 mg. % and the urine 
output was 20 ml. Four hours after admission the 
child’s condition had deteriorated and he had become 
disoriented. The total urine output had been only 
60 ml. It was decided at this time to proceed with an 
exchange transfusion. 

The exchange was begun through a saphenous- 
femoral vein cutdown seven hours after admission 
and was completed in exactly three hours: 2430 ml. 
of fresh blood was exchanged, this representing ap- 
proximately twice the child’s blood volume. After each 
500 ml. of exchanged blood, 4 ml. of calcium gluconate 
was injected and a sample of blood was taken for 
serum salicylate determination. All the removed blood 
was saved in order to calculate the total salicylate 
return. At the end of the exchange the serum salicylate 
level was 37 mg. %, the serum potassium concentration 
was 3.0 mEq./l. and the total salicylate removed was 
calculated to be 852 mg. 

During the procedure the child improved consider- 
ably. His hyperventilation decreased and his state of 
consciousness improved. Intravenous fluids were con- 
tinued with added potassium after the exchange. The 
urine output increased markedly. Nine hours after the 
procedure the salicylate level was 32 mg. % and he 
was able to tolerate oral fluids. Recovery from this 
point was uneventful. 


DISCUSSION 


The indications for exchange transfusion in 
salicylate poisoning are not clearly defined. The 
decision as to when to undertake this procedure 
still lies in the area of clinical judgment supported 
by laboratory measurements, The serum salicylate 
level is of value only when considered in relation to 
the time elapsed since ingestion. A high serum 
level within the first few hours of ingestion may 
occur in mild intoxications and if followed care- 
fully may be found to fall rapidly to safe levels. 
A high level later in the course of events may 
well indicate a serious intoxication and should be 
managed accordingly. Recently, Done! has com- 
piled a nomogram in an attempt to classify the 
severity of salicylate poisoning by the serum 
salicylate levels at various time intervals. 

In the case presented here the decision regarding 
the need for emergency treatment was not a difficult 
one. With a salicylate level of 70 mg. % twenty 
hours after ingestion and in the face of poor renal 
function there was no question of the need for 
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removal of salicylate by a route other than by 
urinary excretion. Under these circumstances there 
are two and possibly three methods of treatment 
available. Hemodialysis by artificial kidney. has 
been found to be one effective method.'* 1° It is, 
however, a difficult procedure in small children 
and exceptional experience is needed by the 
operators. Recently, peritoneal dialysis has been 
suggested as a form of therapy on the basis of 
experiments on dogs.'* One report of this method 
in humans suggests that it may have something to 
offer, but more experience is needed in this tech- 
nique. In a hospital for children where exchange 
transfusion is a familiar procedure and can. be 
accomplished with minimal risk to the patient, it 
must be considered the treatment of choice. 
Objections by some that this method is an in- 
efficient method of removing salicylate is contra- 
dicted by the return of 852 mg. of salicylate in this 
patient and by similar results in other reported 
cases.) 3, 9, 10 





EXFOLIATIVE CYTOLOGY IN 
ORTHOPEDICS 


ALEXANDER MEISELS, M.D.* and 
MICHAEL BEREBICHEZ, M.D.,t 
Quebec City, Que. 


ALTHOUGH aspiration biopsy and histological tech- 
niques have been amply used in the diagnosis of 
bone and joint diseases, to our knowledge the 
specific methodology of exfoliative cytology has 
not been applied before in this field. The purpose 
of this communication is to report our experience 
with the use of the cytologic method as applied 
to orthopedics. 

Any collection of fluid in the organism tends to 
pool a representative selection of cells that ex- 
foliate from normal or altered adjacent structures. 
Exfoliative cytology takes advantage of the fact 
that malignant tumours desquamate cells in much 
greater quantities than normal tissues. Malignant 
cells found in body fluids may permit an early 
diagnosis of an invasive tumour. This has proved 
effective in many sites of the human body. 


*Instituto Nacional de Cancerologia, México, D.F.~ 

Present address: Cytology Laboratory, Department of Path- 
ology, Laval University, Quebec City, P.Q. 

+Department of Orthopedic Surgery, General Hospital, 
México, D.F. 


~ 


SUMMARY 


The potential danger of oil of wintergreen as a highly 
toxic material is not generally recognized. A case of 
methyl salicylate poisoning treated by exchange trans- 
fusion is reported. This procedure resulted in the rapid 
removal of a large amount of salicylate and in marked 
clinical improvement of the patient. In young children 
this would appear to be a relatively efficient and safe 
method when emergency treatment is indicated. 
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[ COMMUNICATION 


Synovial fluid is in close contact with the articu- 
lar surfaces of joints and may contain cells ex- 
foliated from the synovial membrane—histiocytes, 
monocytes, lymphocytes and polymorphonuclear 
leukocytes. Malignant cells stand out clearly and 
are as easily recognized as in pleural and peritoneal 
fluids, 

In view of the fact that synovial fluid is easily 
obtained and the cytologic technique is simple in 
experienced hands, it was thought that this method 
could prove of value as a diagnostic aid. 


*+* 





Fig. 1.—Synovial fluid showing acute inflammation. Poly- 
morphonuclear leukocytes predominate. 

















Fig. 2.—Synovial fluid showing chronic 


with lymphocytes and a few histiocytes. 






MATERIAL AND METHOD 


Synovial fluid was obtained from 40 patients 
with bone and joint diseases (Table I) by the 
usual aseptic method. In all, 74 joints were 
aspirated. The fluid was centrifuged at 2000 r.p.m. 
for 10 minutes and two smears were prepared from 
the sediment in each case. The Papanicolaou stain 
was exclusively used in this study. 
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inflammation, — 


TABLE I. 
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Fig. 3.—Synovial fluid: acute traumatic effusion showing 
many erythrocytes, polymorphonuclear leukocytes and some 
lymphocytes. 





later showed the presence of an osteogenic sarcoma 
invading the joint in these three patients. One of 
these cases was unsuspected clinically. 

Of the 71 negative cytologic findings, only 13 
were confirmed by tissue examination. Among 
these were eight cases of benign tumours, without 
articular involvement (hemangiomas, enchondro- 
mas, osteoid osteomas and osteochondromas ), two 














Site of aspiration Cytology 
No. of Wrist and Ankle and 
cases Disease Shoulder Elbow  _ fingers Hip Knee foot Positive Negative 
22 Acute and chronic traumatic 
at aaa tx 4a es 2 6 7 2 8 5 0 30 
5 Rheumatoid arthritis.............. 1 3 5 2 12 8 0 31 
2 Tuberculous arthritis............. -- — = —- 1 1 0 2 
DF ic kicewscdeeoe 1 1 2 1 2 1 0 8 
3 Malignant tumour 
(osteogenic sarcoma)............ 1 aoa _ _ 1 1 3 0 
Cit h esse eens eee 5 14 3 71 


CyToLocy FINDINGS 


Under normal conditions, the synovial fluid con- 
tains but few cells, mainly histiocytes. In acute 
inflammatory conditions polymorphonuclear leuko- 
cytes predominate and may become abundant 
(Fig. 1). In chronic inflammatory conditions, 
iymphocytes and monocytes are the predominant 
cell type (Fig. 2). In traumatic effusions, blood 
is often present (Fig. 3). When the synovial fluid 
is kept for some time without fixation, coagulation 
is frequently observed. No epithelial cells are 
found in normal synovial fluids or in inflammatory 
or traumatic conditions. Malignant tumours that 
grow into the joints shed cells that are easily 
recognized, and malignant cells found in synovial 
fluids establish the diagnosis of joint invasion. 
These cells show all the distinctive features de- 
scribed for malignant cells in other areas (Fig. 4). 


RESULTS 


There were three positive cytologic diagnoses 
in this series (Table I). Histologic examination 

















cases of rheumatoid arthritis, two cases of tuber- 
culous arthritis and one chronic traumatic joint. 
The benign evolution of the remaining 58 joints 
ruled out the possibility of a malignant tumour. 
There were no proven false cytologic reports in 
this series. This fact may reflect the relative 
simplicity of the method. 



































Fig. 4.—Synovial fluid: two malignant, multinucleated cells 
from an osteogenic sarcoma. 
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Fig. 5.—Radiograph of the shoulder in a case of osteogenic 
sarcoma (A.E.E.). 


From the series reported in this paper, we have 
selected one demonstrative case to illustrate the 
usefulness of cytology of the synovial fluid. 


A.E.E., an 18-year-old male, suffered slight trauma 
to the left shoulder while doing calisthenics, four 
months before his first visit to the orthopedic clinic. 
He reported immediate pain accentuated by movement, 
which slowly disappeared. Twenty days later he 
suffered another minor trauma to the same shoulder, 
which produced an increase in the pain, with some 
radiation down the arm into the fingers, limitation of 
movement at the shoulder joint, elevation of the local 
temperature and loss of 3 kg. of body weight. 


Slight muscular atrophy at the deltoid region and 
elevation of local temperature were found at examina- 
tion. At the site of the humeral head a bilobated, 
moderately hard mass of irregular shape and without 
clear limits was palpated. The range of movement of 
the shoulder joint was as follows: abduction 15 degrees; 
adduction 10 degrees; flexion 140 degrees; hyper- 
extension 10 degrees; external rotation 0 degree and 
internal rotation 25 degrees. All movements were 
painful. 


Radiographs of the shoulder showed an increase 
in the joint space, a mottled shadow under the humeral 
head and in the adjacent soft tissues, rupture of the 
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Fig. 6.—Malignant cell found in synovial fluid of patient 
of Fig. 5. 


cortex on the inner side of the humeral neck and 
periosteal elevation with new bone formation (Fig. 5). 
Chest radiographs were normal. 

Routine laboratory tests were within normal limits. 

Exfoliative cytology of synovial fluid from the 
shoulder revealed many neoplastic cells, providing con- 
clusive evidence of malignancy (Fig. 6). Transopera- 
tive biopsy demonstrated the presence of an osteogenic 
sarcoma. Interscapuloclavicular disarticulation was per- 
formed immediately. The patient was asymptomatic 
and clinically free of malignancy four years after the 
diagnosis was established. 


CONCLUSIONS 


As in other areas of the human body, exfoliative 
cytology has proved useful in the diagnosis of 
malignancy in joints, through the study of smears 
prepared from synovial fluid. This method is simple. 
It requires no more material than is usually ob- 
tained at any joint aspiration. The cytologic diag- 
nosis should present no difficulties to a trained 
cytologist. 

The photomicrographs were obtained with the Zeiss-Photo- 
microscope using 100 x 3.2 x 1.25 optical system for a total 
of 400 x on 35-mm. film. The negative was amplified about 


three times to present size, giving a total magnification of 
1200 x. 
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RETROSPECT OF SURGERY 


Within the past few years the surgery of the vascular 
system has received a large share of attention both from 
laboratory workers and clinicians, and, in a general way, it 
may be said that results have been obtained which a decade 
ago would have been thought quite incredible. Nevertheless, 
in this, as in most other branches of surgery which have been 
elaborated by experimental work, the results obtained with 
animals have, in the earlier stages, been far in advance of 


those got in work on the human... . Thus it happens that 
while we stand amazed at the extraordinary surgical feats 
of a Carrel or a Stich, who, for instance, transplant the 
kidneys of one dog into another dog previously nephrecto- 
mized, or who attach the left ventricle of the heart to the 
descending, thoracic aorta, we must call a halt when it 
comes to operation upon the patient with advanced Bright’s 
disease, or with aneurism of the arch of the aorta.—Canadian 
Medical Association Journal, 1: 370, April 1911. 
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MetTuHYL SALICYLATE: A LETHAL HAZARD 
IN THE HOME 


ORE than twenty years ago in this Journal, 
Shirreff and Pearlman! of Ottawa reported 
two fatalities from accidental ingestion of methyl] 
salicylate in infants under two years of age. The 
authors commented on the delay in instituting treat- 
ment, owing to lack of appreciation of the lethal 
potentialities of this drug by the laity, and also 
pointed out that the medical profession appeared 
not to realize how dangerous methyl salicylate 
could be in a household containing small children. 
It appears necessary to emphasize once more 
the serious consequences which often follow the 
accidental ingestion of methyl salicylate (oil of 
wintergreen). Although fatalities due to its in- 
gestion are reported from time to time, in adults as 
well as in the childhood age group, the lay public 
appears to be blissfully unaware of this potential 
hazard in the home. As indicated in the case re- 
ported in this issue by Millar and Bowman,’ the 
medical profession is also at fault in not fully 
realizing the lethal potentialities of methyl salicy- 
late. It should be pointed out that as little as 4 ml. 
may prove fatal to a toddler,* and there are cases 
of fatalities following local application of this 
agent.* 

There seems little excuse for the presence of a 
bottle containing oil of wintergreen on the shelf 
of any home with small children. The pleasant 
aroma associated with this drug makes it a tempt- 
ing morsel for the child who may compare it with 
wintergreen-flavoured candy. The quarterly report 
of the Alberta Poison Control Committee® records 
a fatality in a male infant whose 10-year-old brother 
flavoured the contents of the infant’s feeding bottle 
with oil of wintergreen. Jacobziner and Raybin‘® 
report the death of a seven-month-old male infant 
in New York City whose two-year-old sibling gave 
one ounce of oil of wintergreen to the baby. Al- 
though gastric lavage was performed within 30 
minutes, the infant died three hours after the in- 
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gestion of this deadly poison. The authors com- 
ment: “Fhe many incidents of methyl salicylate 
poisoning both fatal and non-fatal reported to the 
Center emphasize the fact that this product has no 
place in the home, particularly where children are 
part of the household. Physicians must alert parents 
to the need for discarding the product from medi- 
cine cabinets.” 

The case reported in this issue survived only 


because of heroic measures taken upon admission 
to the hospital. 


There is a clear responsibility for every doctor 


to make sure that oil of wintergreen forms no part 


of the contents of any drug cabinet or bedside table 
in any home in which children are present even as 
occasional visitors. In fact, one is tempted to go 
a step further and suggest the restriction of methyl 
salicylate to hospital and nursery home dispensaries. 
A drug which is no longer considered a particularly 
valuable therapeutic agent and which carries within 
it such lethal potentialities should not be available 
for “over the counter” sale even if it is marked “for 
external use only”. It is probably not generally 
realized how much oil of wintergreen is actually 
sold in Canada. It is our information that in Mani- 
toba in 1960, 125 gallons were sold by one of the 
main drug wholesale outlets. Although the cases 
of accidental poisoning with methyl salicylate is 
much less in number than those due to accidental 
ingestion of acetylsalicylic acid, the ratio of 
mortality to morbidity is extremely high. The 
mortality rate in methyl salicylate palnoning has 
been estimated at roughly 50 to 60% in various 
reviews of reported cases. In the course of giving 
anticipatory counselling to parents of infants and 
children under his care, the physician would do 
well to draw attention to this serious household 
hazard. H.M. 
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MEDICAL SERVICES IN AUSTRALIA 


HE interest of the Canadian Medical Associa- 

tion in the Australian system of medical services 
insurance has been active for several years and we 
have listened with close attention to its author and 
originator, Sir Earle Page. Our attention was 
further attracted when we read the words of Dr. 
John Hunter, Secretary of the Federal Council of 
the B.M.A. in Australia, who described it as con- 
tributing to “the Golden Age of Medicine in 
Australia”. We were aware that Australia had 
achieved a nice balance between governmental 
and voluntary effort and responsibility in the pro- 
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vision of medical care to its citizens and we felt 
that we might profit by that experience. A knowl- 
edge of. the background and tradition of health 
services is, however, essential for a correct appraisal 
of its merits and shortcomings, particularly if the 
transplantation of methods and practices is being 
considered, The limitations of the written and 
spoken word become apparent under such condi- 
tions and an on-the-spot appraisal to sense the 
climate of opinion becomes desirable, if not essen- 
tial. 

The Executive Committee of the Canadian 
Medical Association was therefore receptive to a 
proposal from the British Columbia Division that 
a team of observers be sent to the Antipodes to 
survey the scene ‘in the light of their knowledge 
of developments in Canada. The occurrence of the 
biennial meeting of the British Commonwealth 
Medical Conference and the 129th Annual Meet- 
ing of the British Medical Association in Auck- 
land, New Zealand, provided the opportunity to 
send a delegate to that part of the world, and 
Dr. T. J. Quintin of Sherbrooke, Quebec, Executive 
Committee member from the Quebec Division, was 
chosen to represent the C.M.A. and to lead the 
party of observers of medical services insurance 
in Australia. In the latter portion of his trip he 
was joined by Mr. B. E. Freamo, Secretary, Medi- 
cal Economics, and by Dr. E. C. McCoy and Dr. 
Peter Banks, representing the British Columbia 
Division. 

The report which appears on page 965 of this 
issue is a composite summary of the facts and 
impressions gained by our representatives in their 
four-week study of medical services in Australia 
and it is their hope that Canadian doctors will find 
it interesting and helpful. 

This account would be incomplete without an 
expression of gratitude to our Australian colleagues 
for the kindness and hospitality extended to the 
visiting Canadians. Dr. Hunter’s arrangement for 
their travel and their contacts was a masterpiece 
of staff work and the Canadian Medical Association 
extends its thanks to our Commonwealth counter- 
parts for opening the doors and opening their 
minds and hearts to our observers. A.D.K. 


THE MARKLE FOUNDATION 


HE RECENT announcement of the selection 

of Markle Scholars in Medical Science who 
will begin their five-year scholarship tenure in 1961 
draws attention once again to the generosity with 
which the Markle Foundation has been contributing 
to the cause of medical education in Canada for 
more than a decade. 

The John and Mary R. Markle Foundation was 
chartered in 1927 “to promote the advancement 
and diffusion of knowledge . . . and the general 
good of mankind”. The founder, John Markle, who 
followed in his father’s footsteps as a successful 
anthracite coal operator, was born in Hazleton, 
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Pennsylvania, in 1858. The Foundation was estab- 
lished with an initial endowment of three million 
dollars which was later increased under the terms 
of Mr. Markle’s will to nearly fifteen million dollars, 
Upon his death in 1933 and for a short time there- 
after the Foundation grants were largely directed 
to projects in the field of social welfare; from 1935 
to 1947 the emphasis was on grants for medical 
research; since 1947 the Foundation’s major grants 
program has concerned its awards for Scholars in 
Medical Science. The purpose of this program is to 
help to relieve the faculty shortage in medical 
schools by providing academic security and 
financial assistance to young teachers of the medi- 
cal sciences, early in their careers. 

To date, 306 teachers and investigators in 78 
medical schools have been assisted by this program 
through appropriations of over nine million dollars. 
Thirty-four of these Markle Scholars have been 
members of the faculties of Canadian medical 
schools. Appropriations for the period beginning 
in July 1961, amounting to $750,000, have been 
granted to 25 medical schools, each of which will 
receive $30,000 at the rate of $6000 annually for 
the next five years, towards the support of its 
Markle Scholar in Medical Science. 

Five of these scholarships, one-fifth of the 
current awards, have been granted to Canadian 
medical schools. Dr. André Barbeau will be 
supported in his work in neurology at the Univer- 
sity of Montreal, Dr. Allan M. Lansing in surgery 
at the University of Western Ontario, Dr. Charles 
R. Scriver in pediatrics at McGill University, Dr. 
Ronald R. Tasker in neurosurgery at the University 
of Toronto, and Dr. William E. Shepherd in path- 
ology at the University of British Columbia. Last 
year, in addition to its scholarship award, the 
Markle Foundation provided a grant of $40,000 
to the Faculty of Medicine of the University of 
British Columbia to aid in the planning of a uni- 
versity hospital. 


In his latest annual report, John M. Russell, 
president of the Markle Foundation, observed that 
steadily increasing grants by the United States 
Government in recent years have inevitably drawn 
medical education into the realm of politics in that 
country. While the wisdom of such a course has 
been vigorously debated, Mr. Russell noted that 
“in typical American fashion” medical schools have 
been backing into federal aid, slowly at first but 
more rapidly of late, to the extent that in 1957-58, 
the last year for which figures are available, one- 
quarter of the total medical school budgets, ex- 
clusive of hospital costs, came from federal sources. 
For the first time, after years of struggling for 
funds, medical schools in the United States are 
actually being invited to apply for grants and are 
experiencing the previously undreamed of novelty 
of money easy to come by. In this atmosphere of 
prosperity Mr. Russell sounded a note of warning 
that such easy. money carries with it the inherent 
danger that pressure may be exerted by well- 
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meaning people to “regulate government expendi- 
tures”, and emphasized that medical education’s 
greatest present need is for good, solid, intelligent 
leadership that will protect it from ruin by in- 
considerate and thoughtless kindness. 


To the best of our knowledge no Canadian 
medical school has as yet been plagued by such 
an embarrassment of riches. The generous contribu- 
tions of the Markle Foundation through its pro- 
gram of awards to Scholars in Medical Science 
continues to constitute a most welcome and valu- 
able stimulus to the development of a high standard 
of “good, solid, intelligent leadership” in the field 
of medical education in this country. 


THE ScotrisH SEMMELWEISS 


ISTER once said, “Without Semmelweiss my 
achievements would be nothing. To this great 
son of Hungary surgery owes most.” Yet less than 
a hundred miles from Edinburgh where Lister 
made some of his greatest discoveries lies the un- 
honoured grave of a Scotsman whose discoveries 
preceded Semmelweiss by at least half a century. 
True, there is a small tablet in the midwifery de- 
partment of the Aberdeen Medical School inscribed 
“Alex Gordon, M.D., 1795, of Aberdeen, first demon- 
strated the infectious nature of puerperal fever’, 
surely one of the least verbose memorials which 
a grateful posterity could have made for a great 
man. How little it tells us. 


Alexander Gordon died in 1799, an ailing and 
disappointed man, aged 47. 1795 was the low ebb 
of his fortunes, and yet it was also the moment 
of his great triumph. As he trailed south to rejoin 
the Royal Navy, leaving behind a hostile town and 
the ruin of ten years spent in building up a practice, 
one hopes that he had.some inkling that his treatise 
on the epidemic puerperal fever of Aberdeen might 
have given him an immortal niche in the history 
of medicine, a privilege denied to many whose 
careers seem more successful than Gordon’s. What- 
ever his hopes might have been, he could not have 
guessed that it would take more than 150 years 
before Dr. Ian Porter! established Gordon’s claim 
beyond any doubt. Puerperal fever had, of course, 
been recognized since the time of Hippocrates. 
Harvey made pertinent observations about its in- 
flammatory nature. But it was not until the mid- 
18th century that it received sustained attention 
from the profession. Perhaps the opening of lying- 
in hospitals with their appalling death rates focused 
attention on this great killer of mothers. 

By the 1750’s John Burton and John Leek had 
both suggested that the illness might be infectious, 
and by 1790 Joseph Clark certainly suspected that 
it was an infection, as did others. But many more 
subscribed to such views as those that would irnpli- 
cate the suppression of lochia, obstructed perspira- 
tion and evacuations, strong liquors (caudle) too 
highly spiced, or that last infirmity of etiological 
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thinking about disastrous illnesses, violent affection 
of the mind. 


More than 50 years after Gordon’s keen observa- 
tions had shown beyond reasonable doubt that the 
great danger in spreading childbed fever lay in 
those who attended at confinements, it was still 
possible for psychosomatic notions to be entertained 
seriously. Sigerest? notes of Semmelweiss’ day— 
“naturally in Vienna there was much controversy 
as to what could be the cause of the differing 
mortality in two hospitals. [In the first hospital 
where medical students attended autopsies there 
was three to ten times the number of deaths that 


: there were in the second hospital which was run 


by midwives.] The authorities blamed all sorts of 
atmospheric, cosmic, and telluric influences, said 
that perhaps overcrowding was at fault, or that 
women in childbirth were subjected because they 
were examined by male students. In desperation 
the foreign students were excluded from the first 
hospital on the grounds that they were rougher 
in their examinations than the Viennese.” 


Even today attempts are made to make mysteri- 
ous illness less incomprehensible with such com- 
forting labels as “a broad psychosocial or psycho- 
somatic approach”, and this means now as it did 
then that men are at their wits’ end for more 
plausible explanations. But Gordon, by carefully 
observing the Aberdeen epidemic, showed that 
childbed fever was spread by doctors and mid- 
wives. He noted its relationship to erysipelas and 
suggested simple measures to avoid spreading the 
disease and these were used by many in the years 
following his death. Like Semmelweiss, Gordon’s 
discovery earned him nothing but ingratitude but, 
unlike the great Hungarian, until recently even 
history has not vindicated him. But right has now 
been done. 


It may be that some of our readers will be at 
St. Andrews playing the great Scottish game, and 
perhaps they could push on a little farther up the 
east coast of Scotland and pay their respects to the 
memory of Alexander Gordon, M.D., and so en- 
courage his native town to see that the name of 
this brave and wise doctor is remembered, as it 
ought to be. 


Dr. Porter has truly said, “He lies forgotten in 
the city whose inhabitants once abused him. Let 
us now remember Gordon of Aberdeen and give 
him the credit which is his due for the discovery 
he made. He suffered because its importance was 
not recognized by his contemporaries. He had 
erred in only one respect, that his outstanding 
contribution was made too soon in history.” 


H.O. 
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REPORTED CASES OF BORIC 
ACID POISONING 


To the Editor: 


Although careful review of the world literature does 
not show a single authenticated case of boric acid 
poisoning due to the use of borated talc, all too many 
cases of boric acid poisoning appear to be largely due 
to the striking misuse of boric acid in that it was 
extensively applied in copious quantities as pure or of 
nearly full strength powder to extensive areas of 
denuded or macerated skin of a small infant. 

References follow: 


1. Fatal poisoning of babies, each weighing about 
7 Ib., by 0.8 to 3 g. of boric acid given in solution in 
error for water (Pharmaceutical Journal (U.K.), 1: 
361, 1927). 

2. Accidental administration of a solution of boracic 
acid to a number of babies in a Chicago hospital re- 
sulted in death of six, the total quantity taken per 
child being approximately 3 to 6 g. (W. D. McNally 
and C. A. Rust, J. A. M. A., 90: 382, 1928). 


3. Six babies, six to 11 days old, died after one feed- 
ing of milk which had been diluted with a 2.5% solution 
of boric acid in error for sterile water. Death occurred 
within 19 hours to 5% days, the clinical diagnosis of 
cause of death being intoxication with respiratory 
failure (E. G. Young, Canad. M. A. J., 61: 447, 1949). 


4. Of 109 cases of boric poisoning reported in the 
literature, 55% were fatal. Several were due to the 
application of a boric acid preparation to the buttocks 
(R. B. Goldbloom, J. Pediat., 43: 631, 1953; W. T. 
Maxson, J. A. M. A., 156: 286, 1954; Brit. M. J., 1: 
237, 1955). 


It would appear from the foregoing that the time 
is overdue when boric acid should be labelled POISON. 
(See also: “Medical Jurisprudence” (llth ed.) by 
Taylor and “The Extra Pharmacopoeia” (24th ed.) by 
Martindale). 

WALTER Stimpson, M.D., Ph.C. 
4941 Ross Street, 
Red Deer, Alta. 


TRIGGER WRIST WITH INTERMITTENT 
CARPAL TUNNEL SYNDROME 


To the Editor: 


I have read with -great interest the recent case 
report by Dr. Philip Eibel on trigger wrist (Canad. M. 
A. J., 84: 602, 1961). I have recently encountered a 
patient who almost exactly duplicated the problems 
outlined in his report. 

A 51-year-old ambidextrous plumber first noticed 
the onset of a faint clicking sensation in his left hand 
some ten weeks before I first saw him. This would be 
brought on when he attempted to flex his fingers, as in 
grasping some object. The ease with which this phe- 
nomenon occurred rapidly increased, and during the 
three or four weeks prior to his consulting me the 
symptoms became associated with tingling in the 
median nerve distribution. 
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The physical examination showed that when all four 
fingers were flexed simultaneously ’a definite jump or 
triggering occurred as the fingers reached their full 
amount of flexion. This occurred in reverse as the 
fingers were extended. It did not occur when the fingers 
were flexed individually. Just before the triggering 
occurred an ill-defined mass could be felt momentarily 
at the distal edge of the transverse carpal ligament. 
When this mass disappeared presumably into the carpal 
tunnel, the paresthesiae in the median nerve distribu- 
tion were temporarily increased. 


At operation, the lesion proved to be an ovoid 
tumour approximately 1 X 2 cm., arising in the origin 
of the lumbrical muscle to the third finger. The patho- 
logical report of this was “benign hamartomatous 
nodule of muscle”. 


The patient’s symptoms have been completely re- 
lieved by the combination of excising the tumour and 
dividing the transverse carpal ligament. 


The principal anatomical feature of this case, as 
well as that reported by Dr. Eibel, is the presence of 
a tumour mass associated with one of the flexor tendons 
in the palm. It is clear that a tumour in this location 
can produce symptoms only when all four fingers are 
flexed simultaneously. When the involved finger is 
flexed by itself, it is probably not drawn proximally far 
enough to produce crowding in the carpal tunnel. 

; W. R. Harris, M.D., F.R.C.S.[C] 
609 Medical Arts Bldg., 
170 St. George St.,- 
Toronto 5, Ont. 


THE MEDICAL LETTER ON 
DRUGS AND THERAPEUTICS 


To the Editor: 


Dr. M. A. Ogryzlo’s recent letter pointing out in- 
accuracies in the Medical Letter on Drugs and Thera- 
peutics (Canad. M. A. J., 84: 737, 1961) is somewhat 
disquieting because of the probable truth of its con- 
tent. 


Some years ago I was approached by an “expert” 
who wished to sell me a product which had a spasmo- 
lytic effect upon the large bowel with no side effects. I 
was told by the “expert” that I should use this harmless 
drug because it had none of the side effects of the 
belladonna alkaloids and acted specifically upon the 
large bowel when given by mouth. 


I was so entranced by this major therapeutic break- 
through that I asked the source of the information. 
After some further questioning it developed that this 
“information” had been forthcoming following one 
experiment on one dog. No doubt the dog failed to 
complain of urinary retention or diplopia. : 

Now, we all realize that there are many fountains 
of knowledge from which the practising physician can 
get information. Some are more reliable than others 
(by a long shot) but none are or ever will be perfect. 


The drug companies’ promotion, with reams of 
advertising, Walter Mitty types of experimentation, 
free samples and literally regiments of “experts” pre- 
pared to teach the practising physician, may not be 





964 MepicaL News In BRIEF 


the fountains which contain the most potable brew or 
even the safest. 


The Medical Letter may not be perfect but it tries 
to be objective and as accurate as it can be. It seems 
to me that it merits continued support as well as a 
careful reading, always, of course, with the character- 
istically skeptical eye of the physician. 

J. D. Haynes, M.D., F.R.C.S.[C] 
Suite 2, Oakville Medical Centre, . 
31 Sheddon Ave., Oakville, Ont. 


MEDICAL NEWS IN 





SERUM ENZYMES IN BRONCHOGENIC 
CARCINOMA AND OTHER PULMONARY 
DISEASES 


Serum lactic dehydrogenase (LDH) activity is 
often increased in neoplastic disease. The highest levels 
have been observed in patients with massive lung 
tumours and bronchogenic carcinoma with widespread 
metastasis. Elevated serum LDH values have also been 
noted in anemia, hepatic and renal disease, infectious 
mononucleosis, myocardial infarction, congestive heart 
failure and pulmonary infarction. In a study by Gold 
(Dis. Chest, 39: 62, 1961) serial serum LDH determina- 
tions revealed increased activity in 82% of patients with 
histologically proved bronchogenic carcinoma. Serum 
lactic dehydrogenase activity was elevated in 71% of 
patients with acute pneumonia, but interval studies 
noted a return to normal levels in all cases as the 
pneumonic process subsided. The diagnostic significance 
of a single determination in cancer detection is thus 
limited. However, the serial determination of serum 
LDH activity in a suspicious case of pulmonary neo- 
plasia may be an additional aid in the establishment 
of such a diagnosis. The differential diagnosis between 
pneumonia and lung tumour may also be clarified. 
The serum LDH frequently returned to normal after 
surgery, x-ray, or chemotherapy for bronchogenic 
carcinoma. Post-therapy serum LDH studies appeared 
to be of prognostic value. Tuberculosis did not affect 
the blood levels of lactic dehydrogenase. The serum 
transaminase was found to be of value in the diagnosis 
of bronchogenic carcinoma. 


DIAGNOSTIC DIFFICULTIES IN 
HYPERTHYROIDISM 


Atypical or unusual manifestations of hyperthyroid- 
ism have been described previously. In most of these 
cases the more atypical manifestations were also 
present but were overshadowed by other findings which 
delayed recognition of the basic disease. In a much 
smaller group, few, if any, of the typical findings are 
present and proper diagnosis is suspected only by the 
realization that such symptoms can be produced by 
hyperthyroidism. Manifestations of cardiovascular dis- 
ease such as atrial fibrillation, angina pectoris, and 
cardiac decompensation are sometimes seen as the 
only symptoms in this condition, especially in older 
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persons. Atrial fibrillation is probably the most common 
cardiac abnormality and has been noted in eight of 
50 cases with atrial fibrillation in a group of patients 
with no overt symptoms of hyperthyroidism. It has 
been stated that the arrhythmia in such cases is less 
easily controlled with digitalis than in euthyroid pa- 
tients with cardiac disease. One of the patients reported 
by Barrett and Sheehan (Am. J. M. Sc., 241: 235, 
1961) responded rapidly to digitalis, causing the 
authors to think less seriously about hyperthyroidism 
initially. A large portion of hyperthyroid patients with 
cardiovascular complaints have underlying heart dis- 
ease although 15 to 20% show no cardiovascular ab- 
normality following therapy. Several myopathic syn- 
dromes have been described in association with hyper- 
thyroidism, including chronic thyrotoxic myopathy, 
exophthalmic ophthalmoplegia, myasthenia gravis and 
periodic paralysis. Evidence of central nervous system 
involvement is also a frequent finding. 

Thus hyperthyroidism is not always an _ easily 
recognizable disease. This is especially true in older 
persons.. Typical symptoms of hypermetabolism and 
goitre may be partially masked by exaggeration of 
complaints referable to an organ system. In a few cases 
none of the classic symptoms may be apparent, and 
diagnosis results from realization that the disease may 
present in any of several unusual forms. 


DISTRIBUTION OF CANCER 
MORTALITY IN NEW YORK CITY 


Data on 84,341 deaths of white residents of New 
York City occurring in the years 1953-58 and attributed 
to malignant neoplasms were studied with respect to 
nativity status and religion. These were compared 
with estimates of the religious distribution of the 
population of the city and with a 2% sample of deaths 
from all causes in 1955. After age adjustment, Newill 
(J. Nat. Cancer Inst., 26: 405, 1961) found that total 
mortality rates from all neoplastic disorders were simi- 
lar in the native-born and foreign-born populations, and 
differences between religious groups were not remark- 
able. Rates for foreign-born and native-born for specific 
sites of malignant neoplasms showed relatively small 
differences. Data were not available to enable exam- 
ination of cancer mortality rates according to specific 
country of birth of the foreign-born. 


Most striking were the differences in mortality rates 
from individual sites of neoplasms between the Jewish 
group and the Catholic and Protestant groups. Among 
males, cancers of the buccal cavity and pharynx, 
esophagus, gallbladder, larynx, lung, prostate, skin 
(other than melanoma), and other male genitalia were 
appreciably less common in the Jewish group than in 
either of the other religious groups. In females, cancer 
of the cervix uteri showed the same pattern. Certain 
sites exhibited higher rates in the Jewish group. These 
included cancers of the large intestine, kidney, brain, 
thyroid, and melanoma, reticulum cell sarcoma, lympho- 
sarcoma, Hodgkin’s disease, other lymphomas and 
leukemia. Cancer of the male breast, and among 
females, cancers of the liver and pancreas, were also 
more common among the Jewish group. 


With some minor modifications these patterns accord- 
ing to religion were seen in both the native-born and 
foreign-born population. 


(Continued on advertising page 21) 
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REPORT ON MEDICAL SERVICES 
INSURANCE IN AUSTRALIA 


Your observers spent approximately three and one- 
half weeks in Australia visiting four of the six states, 
and Canverra, the capital city. It is our intention to 
illustrate in this report factors of significant and general 
interest in the development of the Australian system 
of health services insurance. 


We have found it impossible to restrict our com- 
ments to medical services insurance. A broad under- 
standing of the organization of hospitals and medical 
services is necessary in order to measure the success 
of the insurance method which the Australian people 
have chosen and to determine the degree of its 
acceptance by the profession and the public. This 
report will be general in nature and will not attempt 
to describe the details of the various measures adopted. 


AUSTRALIA AND AUSTRALIANS 


Australia and Canada are similar in many ways. Both 
countries have unfavourable climatic conditions—many 
parts of Australia are very hot, as many parts of 
Canada are very cold. In each instance, this results in 
a low population density. In Australia about a third 
of the continent is almost uninhabitable and in another 
third the rainfall is too low to permit close settlement. 
Thus, like Canada, the largest part of the population 
is concentrated in one geographic area. 


Economically, Australia and Canada have many 
similarities. Australia has large potential wealth-produc- 
ing areas which are not developed. Like Canada, 
foreign capital will probably be necessary for large- 
scale development. Both countries are dependent upon 
the income produced from the export of basic com- 
modities, and to help counter an unfavourable balance 
of imports over exports both countries recognize the 
need for developing secondary industry. 


Post-war inflation has been a problem in Australia 
as in Canada, and in Australia the effects have 
assumed more serious proportions. Today, Australia 
like Canada is re-examining its economic policies tc 
allow for a more orderly development of its resources 
without the ever-present fear of inflation. 


Australians are predominantly of British descent and 
they are still oriented towards Great Britain in many 
ways. However, since the war immigration has brought 
' into the country a number of new Australians—a great 
number from Central and Southern Europe. These 
immigrants have brought new traditions to Australia, 
including new concepts of the relationship of the 
individual towards group organizations such as govern- 
ment, the medical profession and the union movement. 


The typical Australian has developed certain charac- 
teristics which’ are perhaps due to the inhospitable 
nature of the land on which he lives. He has an indi- 
vidualistic spirit with a much more ready acceptance of 
personal responsibility than the typical Canadian. He 
has, as well, a sense. of interdependence which we have 
seen in the ready acceptance of group leadership. These 
two characteristics introduce a curious paradox of 
individuality and conformity—the typical Australian, 
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while strongly individualistic, is nonetheless determined © 
not to be a “blackleg”. 

The Australian doctor retains a strong British tradi- 
tion. The consultant or specialist, in most instances, 
has taken his postgraduate study in Britain and readily 
accepts the closed hospital system. All doctors have 
retained a high professional status in the community, 
and while their incomes are lower than that of the 
average Canadian doctor, they are higher in proportion 
to income of other members of the community. 


OUTLINE OF MEDICAL AND HospPIraL 
ORGANIZATION 


Australia has a federal. governmental system. A 
written constitution determines authority and responsi- 
bility as between the Commonwealth government and 
the various state governments. The residual power re- 
mains with the states rather than with the federal 
authority, which is in contrast to the Canadian system, 

Health is a state, not a federal, responsibility. Hos- 
pitals and medical services are controlled by. state 
authorities. 

The hospitals may be classified as private and public. 
The private hospital receives a small subsidy from 
public funds but basically relies upon patient payments 
for its income. The larger private hospitals are run by 
religious institutions. Smaller hospitals may be operated 
for profit. Very few are owned by doctors. The equip- 
ment and services in these hospitals may be very 
limited, and in some instances patients have to be 
taken to public hospitals or to private offices by 
ambulance for special investigations. — 

Public hospitals are substantially subsidized by state 
governments. Patient payments account for slightly 
more than one-half of hospital revenues. Budgets are 
closely controlled by state hospital commissions. Al- 
though nominal management of each ‘hospital rests 
with the hospital board, often financial control is used 
by the state hospital authority to institute a rigid 
control over all hospital matters. In terms of equip- 
ment and services, these hospitals are comparable to 
our general hospitals. 

All beds in private hospitals are private beds, avail- 
able to all doctors in the community. Physicians may 
admit and treat their patients without the supervision 
of an organized medical staff. | 

In public hospitals medical care is provided by an 
intern and resident staff supplemented by a supervisory 
honorary staff, usually composed of consultant or 
specialist doctors. In: smaller hospitals general practi- 
tioners may be appointed to the honorary staff. The 
number of doctors in each category’ is determined for 
each hospital by ‘the state hospital commission. Thus, 
there is a closed medical staff, the number. of which 
is determined by an outside authority. The intern and 
resident staff are on salary to the hospital and the 
honorary attending staff provides its services gratuit- 
ously. Thus in “public” beds the patient does not pay 
for his physician’s services. More than one-half of all 
hospital beds in Australia have been designated as 
“public”: beds. The honorary system substantially re- 
duces the cost of medical services and indirectly sub- 
sidizes medical: benefit insurance plans. 
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Many public hospitals provide “intermediate” as 
well as “public” beds. The cost of hospitalization in 
“intermediate” beds is subsidized to a lesser extent 
from public funds. The patient pays the full cost of his 
physician’s services and he is entitled to the rights and 
privileges of a private patient. The number of inter- 
mediate beds is small in proportion to the number of 
public beds. Although in theory these beds are avail- 
able to all practitioners, they are much more accessible 
to members of the honorary staff. The profession would 
like to see the number of intermediate beds increased 
but the hospitals’ commissions have not agreed, as 
their attitudes are determined by the political philoso- 
phies of their state governments. 


In one state, Queensland, all members of the honor- 


ary staff are paid by the hospital on a sessional or half-~ 


day basis. Medical services are of course provided 
without charge to all patients in “public” beds. In 
Queensland any person may obtain hospitalization with- 
out charge by asking to be admitted to a “public” bed. 
In other states admission to a “public” bed is allowed 
only on the basis of an income qualification and the 
patient’s hospitalization is partially subsidized by the 
state but is not provided free. 

In all states it is usual for the pathologist and the 
radiologist to be salaried employees of their hospitals. 
Recently, a trend has developed to employ physicians 
and surgeons on a full-time or part-time basis, initially 
for special services such as thoracic surgery and cardiac 
surgery, but more recently to provide more general 
services. In some instances, these doctors are replacing 
members. of the honorary attending staff. 


Full-time employment appears to be viewed with 
approval by the hospital commissions. It is used to 
provide medical services in localities which cannot 
support a doctor. It is also used to provide specialist 
services, particularly surgical, in areas where these 
specialist skills are not represented. The ultimate in 
this trend can be seen in certain hospitals wherein 
all medical services are performed by full-time salaried 
doctors. 


These full-time posts can be filled because some 
younger specialists, unable to find financial security in 
private practice, are turning to salaried hospital employ- 
ment. These specialists are increasing as the number 
of younger men with higher qualifications exceeds the 
requirements of the honorary system. As such a large 
part of in-hospital practice is public, and therefore 
non-remunerative, and the remainder largely utilized 
by the senior honorary consultants, private practice 
is difficult for the young specialist to obtain. 


A large segment of the profession wishes to retain 
the honorary system because of tradition and to avoid 
an employer-employee status in the treatment of public 
patients. Honorary appointménts are much sought after. 
They provide 'the means by which contact is made with 
the referring doctor who subsequently may refer private 
patients as well as public patients. Thus the kudos of 
the honorary system is important financially to the 
consultant. 

General practitioners have very limited access to 
hospitals for the treatment of their patients. Patients 
in public beds are treated by “honoraries”, and the 


general practitioner’s privilege of using intermediate 
beds is more apparent than real except in rural areas. 

General practitioners can treat their patients in 
private hospitals. The number of these beds varies with 
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the locality. The variety and amount of work done is 
affected by the availability of free treatment in public 
hospitals. 


ORGANIZATION OF PRACTICE IN Doctors OFFICES 


The organization of practice is similar to that in 
Canada. There is an increasing tendency to form small 
group practices composed mainly of general practi- 
tioners. In some suburban practices, a young physician 
or surgeon may be associated with the group. Many 
general practitioners in solo practice still work from 
their homes although some are now setting up practice 
in a separate office. Office overhead is variable and as 
a proportion of gross income is similar to Canadian 
experience. 

The average general practitioner sees more patients 
in a day than his Canadian counterpart. We have 
seen some solo general practices in which 80 or 90 
patients are treated in a normal day. Our impression 
is that in the average practice 40 to 50 patients are 
treated(each day. Very few of these patients are seen 
in hospitals. 

The consulting rooms of weil are concentrated 
in traditional areas. Each city has its own “Harley 
Street”. There is no specialist registration and the 
address often confers the status of specialism. Many 
of these consultants also work in a suburban office 
where they may practise as consultants or as general 
practitioners. 

The work load of consultants varies widely. The 
younger consultant sees few private patients although 
he will perform many services in the public hospitals. 
Senior consultants do almost all the private work as 
well as supervising the work of the resident staff in 
the public hospitals. 


HEALTH INSURANCE IN AUSTRALIA 


In the immediate post-war period, health insurance 
was a lively topic of interest to all Australians. The 
Beveridge Report was closely scrutinized by the. pro- 
fession and by members of government health depart- 
ments. A team of British experts was invited to visit 
Australia to discuss the implications of this report as 
it related to Australia. 

During the latter stages of the Second World War, 
a Labour Government unsuccessfully tried to introduce 
a pharmaceutical benefits act, which was declared 
ultra vires by the courts. 

In 1946 the Chifley Government obtained by refer- 
endum an amendment to the constitution to permit the 
Commonwealth Government: 


“The provision of maternity allowances, widows’ pensions, 
child endowments; unemployment harmaceutical, sickness 
and hospital benefits; medical and dental services (but not 
so as to authorize any form of civil conscription), benefits 
to students and family allowances.” 


In 1948 a second pharmaceutical benefits act was 
negated by the profession, which refused to limit pre- 
scriptions to an official list of drugs. In 1949 this act 
was amended to prohibit physicians from prescribing 
any drug listed in the government formulary other than 
on government prescription forms. This amendment 
was declared ultra vires, as the courts ruled that the 
coercion involved in its enactment entailed civil con- 
scription. A general election shortly followed the court 
decision and the Labour Government was defeated 
at the polls. 
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After the election, Sir. Earle Page became the Mini- 
ster of Health. He introduced a system of Common- 
wealth benefits. The philosophy of his government was 
to introduce measures designed to help those people 
who, through participation in an insurance arrange- 


ment, had undertaken to help themselves. 


MeEpDIcAL BENEFITS 


Prior to 1949, Australians obtained medical insurance 
through a variety of friendly societies. Medical care 
was usually arranged on a contract basis. In 1949, 
the British Medical Association (Australia) announced 
that it considered contract practice to be unethical. 
As a result of this pronouncement, the friendly societies 
arranged to make payment to doctors on a fee-for- 
service basis. 

This same year, the medical profession began to 
organize medical benefit societies to provide medical 
prepayment for the general public. These were set up 
as non-profit plans with members of the profession 
and prominent lay members of the community giving 
their services as board and executive committee mem- 
bers without remuneration. 


The Commonwealth Medical Benefits scheme was 
introduced in 1951. It operates on the principle of 
Commonwealth support of voluntary insurance. Eighty- 
three non-profit organizations have been registered 
with the Commonwealth Department of Health and 
are authorized to pay Commonwealth benefits in ad- 
dition to their own medical fund benefits. 


Registered organizations generally reimburse their 
members by cash payments. The contributor obtains 
medical attention from the doctor of his choice and 
pays the doctor’s account. He then claims from his 
organization, payment of the Commonwealth and fund 
benefits to which he is entitled. 


The benefit to be paid by any fund for a particular 
service must at least match that which the Common- 
wealth has agreed to pay, as listed in a schedule under 
the National Health Act. This is a listing of all medical 
services with the scheduled Commonwealth benefit 
listed for each service. In practice, the funds usually 
pay more (166%%) than the Commonwealth benefit, 
thus making membership in the fund more attractive. 
Combined Commonwealth and fund benefits range 
from 12s. to 16s. for an office or home consultation, 
from £8.5.0 to £12.0.0 for obstetrics and from 
£33.15.0 to £60.0.0 for certain major operations. 
The variation ‘in the total amount of reimbursement 
occurs because the fund benefits will vary, depending 
upon the rate of premium paid. The Commonwealth 

‘benefit does not vary. On.the average, these combined 
benefits represent approximately 65% of the total 
medical bill. 

The weekly cost of participation in a medical benefits 
fund ranges from 1 shilling and threepence to 2 shillings 
for a single person and between 2 shillings and sixpence 
and 4 shillings for families, according to the level of 
fund benefit desired. 

The medical service must be rendered by or directly 
on behalf of a medical practitioner. Some organizations 
pay fund benefits for physiotherapy, home nursing and 
the provision of glasses, but expenses for these services 
are not eligible for Commonwealth benefits. © 

The combined Commonwealth and fund benefit 
cannot exceed 90% of the doctor’s account: 





AssociaTION Notes 967 







In cases of genuine need, the doctor can waive the 
direct payment to be made by the patient. Under these 
circumstances, the fund makes the benefit cheque 
payable to the doctor but forwards it to the patient. 
Likewise, when the patient is faced with a large medi- 
cal bill which he cannot pay from his own resources, 
he may ask that the fund benefit cheque be made 
payable to the doctor, and subsequently pay the re- 
mainder of his account. The cheque is forwarded to 
the patient. In the largest medical benefit fund in 
Australia, 16% to 19% of all accounts are paid in this 
fashion. The procedure is closely watched in order to 
ensure that abuses of the system do not arise. 

New members of an organization must serve a 
waiting period before benefits become payable. The 
length of the waiting period varies according to the 
rules of the organization, but is generally—(a) accidents 
—nil; (b) all services except obstetrics—two months; 
(c) obstetrics—10 months. The Commonwealth benefit 
is subject to a two-month waiting period for new 
members. ; 

Should contributions fall into arrears, benefit is. not 
payable. The Commonwealth benefit may, however, 
be paid in these cases if, on the date the medical 
service was rendered, the contributor was receiving 
unemployment or sickness benefits under the Common- 
wealth Social Services Act. 

Life insurance and friendly society medical examina- 
tions are not eligible for benefits. 

Eye examinations as a result of which glasses are 
prescribed are not eligible for Commonwealth benefits. 
However, fund benefits are sometimes payable in these 
cases. e 

The Commonwealth benefit is payable for patho- 
logical and radiological services and electroencephalo- 
grams received from a public hospital. Otherwise, 
charges by a public hospital for medical attention 
generally do not qualify for benefit. 

Repatriation (D.V.A.), third party liability, work- 
men’s compensation and similar cases are generally 
excluded from Commonwealth and fund benefits be- 
cause the expense of the medical treatment is not 
borne by the member. 

Until recently, rules of the benefit organizations 
provided for disallowance of claims in cases of pre- 
existing ailments and long-term illnesses. Special pro- 
vision is now made for both fund benefit and Common- 
wealth benefit to be paid in these cases. These benefits 
are paid from special accounts which the government 
guarantees. 

These special accounts have been set up by all 
major medical benefit societies. The fund managers 
may place in these special accounts any contributor 
who has a pre-existing disability. Persons over the age 
of 65 who join a medical benefits fund may be placed 
in this special account section. As well, participants 
are transferred to the special account when their medi- 
cal claims exceed the maximum benefits provided by 
the fund. Each organization is required to notify the 
department and to specify the grounds upon which 
each transfer to the special account is made. 

All other members of the contributor’s family must 
be placed in the special account as well, together with 
the premium paid on their behalf. Once a contributor 
is placed in this special account, he must remain 
therein for a period of at least two years. This qualifi- 
cation is set out in order to act as a brake on fund 
management on over-use of these special accounts. 
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The fund may not derive any reserve funds from the 
premiums of these special. account contributors and 
thus it is in the interest of fund managers to use these 
special accounts with discretion. If a participant is not 
placed in the special account, the fund must pay 
benefits from its ordinary account for all services re- 
quired including services for pre-existing disabilities. 
In 1960, 72% of the population was covered by 
medical benefit schemes, and Commonwealth expendi- 
ture on medical benefits was more than £9 million. 


ACCEPTANCE BY THE PUBLIC 


In 1953, 16% of the population was enrolled in 


medical benefit funds. In 1960, 72% of the population -: 


was covered for benefits. This would indicate that the 
public has accepted this arrangement very well. In 
talking to members of the public, it was obvious that 
they considered that for the premium charged the 
benefits derived were satisfactory. The only persons 
we met who considered the scheme unsatisfactory 
were officials of the labour movement. 

Of the 28% of the population which was not insured 
for medical benefits in 1960, 7% received services under 
the Pensioners’ Medical Service and 7% received 
services under the Repatriation Department (D.V.A.); 
thus only 14% of the population was not insured. These 
were people living in sparsely populated rural areas, 
people in high income brackets who could claim the 
full amount of medical expenses as an income tax 
deduction and thus were less likely to require medical 
insurance, persons whose membership had lapsed be- 
cause of changing employment, a group of persons who 
did not agree with health insurance for religious or 
other reasons, and finally the irresponsible element 
of the community known in Australia as the “no 
hopers”. 

While the public is satisfied with the level of benefits 
paid for services such as office consultations, they con- 
sider that the benefits for some of the more expensive 
procedures are too small. This concern would be much 
more serious except that many members of the public 
can elect to receive in-hospital medical services in a 
“public” bed and thus incur no medical expenses what- 
soever. For very expensive medical procedures such as 
cardiac surgery, it is obvious that the income qualifi- 
cation for public beds is being waived. 

The average private patient is the one most con- 
cerned with the difference between the amount of 
total benefits and the doctor’s fee. Although many 
doctors acquaint their patients in advance of the 
amount of their fees, there are no published fee 
schedules and in some instances the patient may 
receive an account which is substantially in excess of 
the total benefits for which he is reimbursed. 

This arises because the Commonwealth schedule of 
stated benefits for each service, once set up, is very 
difficult to amend, as all funds have to agree to in- 
crease the fund benefit proportionately, and treasury 
approval has to be obtained. Since 1951 there has 
been only one major re-negotiation of benefits, which 
was restricted largely to services which occur, infre- 
quently. Because the Commonwealth benefit has been 
relatively fixed since 1951, it has-been difficult for 
doctors to increase their fees; even though the country 
has experienced a substantial degree of inflation, be- 
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cause the patient himself has to pay the full amount 
of any increase in fees. 

In the past, the medical benefit societies have in- 
creased their fund benefits in order to keep the pa- 
tient’s direct payment to the doctor at about the same 
percentage (36%). 

Recently, it was necessary for the funds to increase 
premiums to accomplish this. The Commonwealth 
benefit as a proportion of the total cost of medical 
services has steadily decreased. 





Commonwealth Direct Patient 
Fund Benefits: Benefits: Payment: 
Year % of Total Cost % of Total Cost % of Total Cost 
1954 31.7% 31.7% 36.6% 
1960 35.4% 28.2% 36.4% 


One-of the measures of acceptance of any health 
insurance program is the degree of participation in 
private Ansurance programs additional to the basic 
benefit.structure. In Australia, this participation is 
minimal, comprising only 60,000 persons, mostly in 
closed organizations. This contrasts strongly with the 
British experience. 


ACCEPTANCE BY THE PROFESSION 


The plan is well accepted by general practitioners. 
As they do not, in most instances, provide free services 
in hospitals, they are now paid for each and every 
service which they render. One of the few increases 
which have been negotiated raised the fund benefit for 
office and house consultations. There does not seem to 
be any problem in collecting the full amount of the 
fee for these general practitioners’ services. For all 
practical purposes GP’s have few or no bad debts. 

The general practitioner appreciates the fact that 
his relationship with his patient has not changed. He 
accepts his exclusion from the hospitals more readily 
than does his Canadian counterpart. His main hospital 
contact is with the private hospitals, especially for his 
maternity work. 

The views of the consultants are varied. All consult- 
ants feel that they are subsidizing the scheme by the 
amount of their free in-hospital work. The B.M.A. 
has requested that doctors be allowed to charge in- 
sured patients who occupy public beds. 

All consultants are acutely aware that the total of 
the Commonwealth benefit plus the fund benefit in large 
measure determines the amount of the fees which they 
can charge. The young consultant charges little more 
than the combined benefits for many services. Com- 
petition and the desire to perpetuate the scheme are 
major factors in this decision. 

The senior consultant benefits financially. from the 
medical benefits scheme. Some bad debts are present 
but this does not seem to be a particular problem. 
Most senior consultants feel that they should charge 
a higher fee to their private patients because of their 
skill and experience. In this respect they differ from 
their younger consultant colleagues, who are concerned 
lest the higher amounts which the patient must pay 
directly will cause public dissatisfaction with the 
scheme. 

From the standpoint of the consultant, the benefits 
of the medical insurance program cannot be dissociated 
from his view of the honorary system. The young 
consultant feels that the honoraty system is putting 
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a heavy financial burden upon him by consuming a 
good proportion of his time without payment. The 
advantages which he might subsequently obtain may 
be a decade away. He is torn between the prestige 
of the honorary system and the loss of freedom in- 
volved in accepting sessional or salary payments. 

Some young specialists are joining groups, doing 
some general practice. They are doing better financially 
although the likelihood of their obtaining a senior 
appointment is less. 

The senior consultant likes the honorary system. He 
is at the stage where the volume of private referrals 
compensates for the free work done, and he has no 
wish to become a hospital employee. 


ACCEPTANCE BY THZ GOVERNMENT 


The Commonwealth Government is well pleased with 
the scheme. Although the rate of utilization of services 
is increasing, they attribute this to increased availability 
of medical care, improved health education and scien- 
tific advances. The increasing cost is accepted and 
abuse is considered minimal. It was interesting to us 
that none of the senior government administrators felt 
that there was any need to make major changes. 

It was our impression that the party in power was 
gratified with the success of the plan. Even the Labour 
opposition finds little to criticize. It is obvious that the 
scheme represents an excellent method for the distribu- 
tion of Commonwealth funds without infringing on 
states’ rights. Government administration costs have 
been kept extremely low—only 16 people are em- 
ployed to administer both hospital and medical benefit 
schemes at Canberra and a minimal number (150) 
through various centres around the country. 


PENSIONERS MEDICAL SERVICE 


In 1951 the Government introduced the Pensioners’ 
Medical Service which provides free general practi- 
tioner medical attention for all eligible pensioners and 
their dependents, who qualify on a means test basis. 

The profession accepts a direct payment from a 
government department at a concessional rate of ap- 
proximately 50% of their usual fees, for services which 
they perform in their office or in the patient’s home. 
No provision is made for in-hospital services, as it is 
expected that the recipients will occupy a public bed. 
In addition to payment for house calls, doctors are 
paid mileage charges for travel in excess of tvvo miles 
in the country and three miles in the city. This results 
in certain geographical restrictions in relation to the 
freedom of choice of doctor. 

Under normal circumstances, there is complete 
freedom of choice of doctor, provided that he has 
indicated to the Commonwealth Department of Health 
that he is willing to treat pensioners. The doctor is 
given books in which he lists details of services pro- 
vided. The patient must sign the voucher on the oc- 
casion of each visit before the doctor can be paid. 

In the year 1959-60 there were 740,000 enrolled 
pensioners and dependents and payment of slightly 
more than £4,100,000 was made to 5685 participating 
doctors. 

It is obvious that this arrangement is well accepted 
by the recipients. The profession, although -concerned 
with lack of control over patients’ utilization of services, 
is nonetheless reasonably happy with the program, as 
it provides at least a partial payment for a group of 
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people to which services were previously provided 
without. fee. 

Special boards of inquiry composed of members of 
the profession have been set up to question any possible 
abuse. Relatively few cases have arisen which require 
this judicial function. In cases in which these boards 
of inquiry "have found a doctor guilty of abuse of the 
scheme, they have imposed severe penalties. It is felt 
in Australia that the abuses which have arisen in con- 
nection with the pensioners’ medical service can be 
attributed largely to the lack of financial participation 
by the patient. It is also considered that the severe 
disciplinary action, including temporary loss of licence, 
which the boards of inquiry have taken, have curbed 
appreciably the amount of abuse. 


PHARMACEUTICAL BENEFITS 


We have previously noted that the attempts of the 
Chifley Labour Government to set up a pharmaceutical 
benefit scheme failed. In 1950 Sir Earle Page intro- 
duced a new program which did not include the re- 
strictive measures entailed in the previous legislation. 
This program provided free to all patients a range of 
“costly, life-saving and disease-preventing drugs’, the 
whole cost being met by the Commonwealth Govern- 
ment. 

Costs increased alarmingly and threatened to domin- 
ate the whole national health plan. In 1952 the cost 
was £7.6 million. In 1957 it was £11.7 million. In 
1959 the cost had risen to £20.7 million. As a result, 
in March 1960 a charge of 5 shillings per prescription 
was imposed ‘except for pensioners. As well, the list 
of drugs was expanded, so that today 70 to 80% of all 
prescriptions written by doctors qualify for pharma- 
ceutical benefits. 

The 5 shilling charge was applied as a brake on 
costs and with the further thought that to apply a 
charge, even though only a nominal one, would be in 
line with the principle of self-help, which underlies 
all the government’s national health planning. 

The public reaction to the 5 shilling surcharge is 
mixed. Some people resent paying for something which 
previously had been free. Others consider that 5 
shillings is a reasonable amount to pay for prescriptions 
which might otherwise cost £5 or £10. 

The profession feels that there is now some pressure 
on them to prescribe only those medications which 
qualify for pharmaceutical benefits. They are also con- 
cerned with the anomalies and omissions in the 
pharmaceutical list and the correctness of the approved 
indications. In order for a repeat prescription to qualify 
for benefit, the doctor must in the first instance have 
prescribed the maximum listed amount. This puts 
pressure on the doctor to order more than he might 
consider necessary. 


OTHER BENEFITS 


There are additional Commonwealth benefits avail- 
able which do not materially affect the medical benefit 
system and therefore are not considered in detail in 
this report. 

These include Tuberculosis Benefits; Workmen’s 
Compensation and the Repatriation Service (D.V.A.). 
It may be of interest to note that Workmen’s Compensa- 
tion is similar to arrangements in the U.S.A., and the 
repatriation scheme is very similar to our Canadian 
Department of Veterans Affairs. 
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OBSERVATIONS 


1. Reimbursement Method of Payment 


The reimbursement method of payment was origin- 
ally introduced to maintain a direct doctor-patient 
relationship and to act as a brake on the over-utiliza- 
tion of services. It was considered that a diréct financial 
relationship between the doctor and his patient was 
necessary to maintain a good doctor-patient relation- 
ship and to allow latitude to the doctor to charge a 
fee commensurate with the work involved and the 
patient’s circumstances. 

There is no doubt that a good doctor-patient relation- 
ship has been maintained under this system. However, 


the expected latitude in fees has not developed. The_, 


rigid structure of the benefits system has tended to 
impose a reasonably rigid scale of fees which is not as 
high as is consistent with the inflation in the general 
economy. There is no mechanism provided to allow 
periodic adjustments in benefits. 

The reimbursement method of payment has acted as 
a brake on over-utilization. During the period 1958 to 
1960 utilization in the pensioners’ medical service (a 
direct payment from government to doctors) increased 
by 6.5% per year. Utilization in the medical benefit 
scheme increased by 2% per year during the same 
period. (While this period of comparison is short, these 
are the only statistics available. ) 

Australians consider that advantages accruing from 
the reimbursement system more than offset the addi- 
tional administrative costs which result from processing 
and paying many individual claims rather than group- 
ing the claims for each physician. 


2. Variety of Methods of Insurance 


When Sir Earle Page was introducing the program 
he deliberately utilized existing agencies. He stipulated 
that they must be non-profit in nature, be approved 
and registered by the Commonwealth Department of 
Health, and accept a reasonable amount of control and 
direction by the department. 

The diversity of membership and function of the 
various agencies, particularly the friendly societies, led 
to a demand for varying levels of benefits. This resulted 
in a variable fund benefit although the Commonwealth 
benefit remained constant. It is interesting to note that 
the majority of participants prefer to join the plan 
which provides the maximum benefits. 

We believe that the utilizing of these various agencies 
provides more freedom of choice and flexibility for 
participants and avoids the rigid monopolistic character 
of a single governmental agency. 


3. Commonwealth Government Participation 


In Australia, as in Canada, the Federal Government 
is the major taxing authority and therefore has greater 
access to the amounts of money needed to support a 
scheme which necessarily increases in cost year by 
year. 

As we noticed an increasing trend to control of 
doctors and medical practice by the authorities in the 
various states, we appreciated the wisdom of channelling 
control of medical benefits through a Commonwealth 
rather than a state agency. 

State authorities already control hospital construc- 
tion and equipment, have the major say in hospital 
staffing both medical and lay, and are not free of 
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political pressures in making these decisions. The state 
authorities have complete control over hospital budgets 
and in some instances reduce these budgets to match 
the amount of money available. This budget-paring 
affects the quality of the service available. 

If in addition to these powers and the power to 
license doctors, the state authorities were also provided 
with some economic control over doctors through the 
medical benefit scheme, conditions could become very 
difficult for medical practitioners. 


4. The Effect of the Buoyant Economy 


The general level of prosperity existing at this time 
throughout Australia has obviously contributed to the 
acceptance of this program by the public. Because’ of 
the financial contribution from the Commonwealth 
Government and the subsidization of medical costs by 
the free\work done under the honorary system, the 
premium is so low that it is no hardship for anyone 
to join.’ This explains the high percentage of coverage 
on a voluntary basis. 

During the past few years unemployment has pre- 
sented no problem in Australia. If, however, a recession 
occurs it may be reflected in a reduction in the number 
of people able to afford the premium. There might also 
be increased public dissatisfaction with the relatively 
high proportion of the medical care costs which the 
patient must pay directly, over and above the fund 
benefit. However, the doctor would be in a position to 
alleviate these costs when the patient’s financial situa- 
tion so indicated. 


5. The Effect of the Scheme on the Quality of Care 


This is very difficult to judge accurately on the basis 
of such a short study. We consider that the quality of 
both general practitioner and specialist care is good. 

Some of the senior practitioners are concerned with 
the large number of patients seen by some general 
practitioners. Their fear is that this will ultimately 
result in a lower standard of medical practice. However, 
in our observations, some of these busy practitioners 
were doing work of a high calibre albeit at the ex- 
pense of very long working hours and an inability to 
participate in postgraduate programs or in hospital 
organization. 

The fact that general practitioners are forced to 
work in unsupervised private hospitals is an unsatis- 
factory arrangement. It could easily lead to poor-quality 
practice. 

In some areas consultant services have been pro- 
vided to assist general practitioners in rural practice, 
with good results as is seen in the maternal mortality 
statistics. 

The top Australian consultants are considered among 
the best in the world. The best men appear to be seek- 
ing honorary appointments and the aspirants to con- 
sultant ranks are well trained, in many cases with 
additional training in Britain and America. These men 
are providing the bulk of the free services through the 
honorary system. 

In some closed salaried hospitals the specialists do 
not have the same experience or qualifications as other 
members of the profession who are excluded from the 
hospital. This tendency towards full-time staffing of 
hospitals may eventually reduce the general standard 
of care as they are not always attracting the best 
qualified consultants. 
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We were pleased to find that the intellectual level 
of students attracted to medicine was high. There is 
keen competition for vacancies in the medical schools. 
In Australia, doctors’ sons are being attracted to medi- 
cine as a career. : 


6. Subsidization of Medical Costs by the 
Honorary System 


The value of the honorary work performed by the 
profession is many millions of pounds annually. This 
burden falls largely upon the shoulders of the con- 
sultants who, by providing free care to many insured 
persons, reduce the premiums which are charged to 
participants. The amount of this subsidy has been 
estimated as high as £20 million a year. 

The young specialist is experiencing financial hard- 
ship as a result of this free work and is therefore more 
ready to seek salaried employment. However, increasing 
the numbers in the salaried service will decrease the 
number of honorary posts available and thus still further 
reduce the opportunities of the young specialist to 
enter private practice. This diminishes specialist com- 
petition and curtails the availability of in-hospital ex- 
perience to the profession. It could ultimately lead to 
a complete in-hospital salaried service. 

A possible solution of this problem would be the 
reclassification of a large number of public beds as 
private beds, in public hospitals. This would make the 
public hospitals very similar to the general hospitals 
we know in Canada. It would result in a decrease in 
the amount of free work done, and the increased cost 
to the medical benefit schemes would reflect a more 
realistic cost structure. We were concerned with the 
apparent inability of the profession and state govern- 
ments to solve this problem which could lead to the 
downfall of the honorary system. 


7. Control of Hospitals by State Authorities 


We have mentioned the complete control which the 
state hospital commissions exercise over all phases of 
hospital operations. This control extends even to the 
appointment of hospital governing boards, the personnel 
of which is likely to change if the government changes. 

It is most disturbing to note that this financial 
stranglehold resulted under an administrative system 
which is not dissimilar to that which pertains in Cana- 
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dian provinces. The chief factors have been the rela- 
tively limited taxing power of the states and the need 
for money to develop other public services. The step 
between providing the funds necessary to meet the 
requirements of a service, and determining that level 
of service which can be provided within a fixed budget, 
is a short one. The second step involves complete con- 
trol of all hospitals by the state, in fact, if not in theory. 


8. Absence of Fee Schedules 


There are no fee schedules in Australia such.as we 
know in Canada. There are gentlemen’s agreements as 
to the fees charged for office and house visits and to 
some extent for specialist consultations. Other fees have 
been left to the discretion of the individual medical 
practitioner. The absence of a fee schedule has allowed 
the Commonwealth benefit schedule to assume too 
great an importance in the determination of fees. The 
rigidity of the Commonwealth benefit schedule during 
a decade of continuous inflation is anomalous. We have 
concluded that government contributions determined as 
a proportion of premium or of cost would be a much 
more preferable method. The difficulty of re-negotiat- 
ing fixed benefits with government is as apparent in 
Australia as it is in Canada. 


CONCLUSIONS 


The: medical benefits scheme in Australia appears 
to be working very satisfactorily. Medical and hospital 
organization ig so different from the Canadian pattern 
that it would be impossible to say that an identical 
system would necessarily work in Canada. However, 
the basic principles of their medical services insurance 
plan appear to be sound. 


We wish to thank the British Medical Association 
( Australia), the doctors whom we met, the members of the 
public whom we interviewed, members of government and 
their officials and the trade union representatives for their 
kind co-operation and generous hospitality. 


British Columbia Division 
Representatives 


Dr. E. C. McCoy 
Dr. Peter Banks 


C.M.A. Representatives 


“Dr. T. J. Quintin 
Mr. B. E. Freamo 





PAGES OUT OF THE PAST: FROM THE JOURNAL OF FIFTY YEARS AGO 


ACADEMY OF MEDICINE, TORONTO 


The regular meeting of the Academy of Medicine, To- 
ronto, was held Tiedelay, February 7. The speaker of the 
evening was Dr. Harvey Cushing, of Johns Hopkins. The 
subject of his paper, “Brain Tumours and their Surgical 
Treatment”, was based on the results obtained in some 
two hundred cases treated in the Johns Hopkins Hospital 
in the past eleven years. To show the rapid advance made 
in recent years, Dr, Cushing stated that eighty-two of these 
had been treated in the last twelve months. The main 
portion of the address was divided into the three headings: 


(1) what the tumour does; (2) what it is; and (3) how 
it has been treated surgically. 

The pressure symptoms, Dr. Cushing said, were the 
most important for early diagnosis, and the local symp- 
toms were the most useful for the localization of the tumour. 
The lecturer dwelt only for a moment on the cardinal 
symptoms of headache and vomiting. Optic atrophy, he 
pointed out, was not a true neuritis, but was due to pressure 
under the optic nerve sheath and retina. If this pressure 
were relieved early in the disease, before there was in- 
filtration and fibrosis, the condition cleared up rapidly.— 
Canadian Medical Association Journal, 1: 383, April 1911. 


}; 
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THE NINETY-FOURTH 
ANNUAL MEETING: 
CALLING ALL DOCTORS’ 
WIVES 


Mrs. G. W. Halpenny, Chairman 
of the Ladies’ Committee of the 
Canadian Medical Association for 
the 94th Annual Meeting, to be 
held in Montreal, June 19-23, 
1961, and her Co-Chairman, Mrs. 
N. J. Belliveau, gathered a large 
number cf their committee together 
recently at the Montreal Badmin- 
ton and Squash Club for the 
purpose of mailing a letter to the 
wife of every C.M.A. member in 
Montreal. This letter outlined the 
entertainment program and asked 
for the help of Montreal doctors’ 
wives to make the June meeting a 
successful and memorable one for 
the visitors. Mrs. Halpenny also 
said in her letter that at least five 
hundred doctors’ wives from across 
Canada are expected and that the 
success of the meeting, the first to be held in Montreal 
in ten years, will depend upon a large attendance of 
Montreal members to make the visitors feel truly 
welcome. A large number of volunteers will be needed 
each day to be present at the hospitality centre. The 
ne committee chairmen will welcome offers of 

elp: 

Registration Mrs. H. S. Morton and Mrs. Roger 
Lapointe 

Entertainment Mrs. S. A. MacDonald and Mrs. Paul 
Robert 

Hospitality Mrs. George Strean, Mrs. Léon Gérin- 
Lajoie, Mrs. Earle Wight and Mrs. Jean-Louis Leger 

Shopping Mrs. Gordon Young and Mrs. Jacques 
Bruneau. ; 

Golf Mrs. C. Miller Ballem and Mrs. Gaetan Jarry 

Transportation Mrs. E. A. Stewart Reid and Mrs. 
Jacques Genest 

The plans for entertainment include a wine-tasting 
supper party on Monday evening; the Quebec Division 
of C.M.A. dinner to General Council on Tuesday 
evening; a ladies’ luncheon at the Museum of Fine 
Arts on Wednesday and the inauguration of the in- 
coming President on Wednesday evening when Dr. and 
Mrs. Halpenny look forward to meeting every doctor 
and his wife (or her husband). A highlight of the 
ladies’ program will be a luncheon on Thursday when 
the guest speaker will be Mrs. William Mackersie, 
President of the Women’s Auxiliary of the American 
Medical Association. A fashion show will be presented 
by courtesy of the Quebec Association of Furriers. In 
the evening the Mayor of Montreal will hold a recep- 
tion at the Chalet on top of Mount Royal for all doctors 
and their wives attending the meeting. On Friday the 
ladies are invited to attend the sessions on Medical 
Economics when Dr. Wilder Penfield will address the 
meeting. 

These are the plans so far, but all the details have 
not yet been planned and further news will appear in 
subsequent issues of the Journal. 

Mary WEIL 
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Posen, Montreal 


Dr. G. W. Halpenny, President-elect of the Canadian Medical Association, watches 
the Ladies’ Committee get 1400 letters ready for mailing to Montreal doctors’ 
wives asking for their help at the time of the meeting. Standing at left and seated 
left centre of table are Mrs. G. W. Halpenny and Mrs. N, J. Belliveau, Co-Chair- 
men of the Ladies’ Committee. 


PHYSICIANS’ ART SALON 
INVITES EXHIBITORS 


JunE 20-23, MONTREAL 


Canadian physicians and medical undergraduates 
with art or photographic hobbies are cordially invited 
to enter and compete for awards in the Physicians’ Art 
Salon to be held in the Queen Elizabeth Hotel, 
Montreal, from June 20 to 23. Again sponsored by 
the Canadian pharmaceutical firm, Frank W. Horner 
Limited, the Physicians’ Art Salon will mark its 17th 
year as a popular feature at the C.M.A. Annual Meeting. 


Conditions of Entry 


Entries will be accepted in three sections: (1) Fine 
Art; (2) Monochrome Photography; (3) Colour Photo- 
graphy. 

The Fine Art section is further subdivided into three 
categories—Traditional, Contemporary (Modern) and 
Portrait. Classification into these categories is done by 
the judges. There is no restriction on media; oil, 
tempera, gouache, water colour, charcoal, pencil, or 
dry brush is acceptable in each. 

Each exhibitor may submit up to three entries in 
the Fine Art and Colour Photography and four in Mono- 
chrome Photography. Exhibitors may enter up to the 
limit in one or more sections. There is no charge. All 
costs, including transportation to and from Montreal, 
will be borne by Horner. 


Judging and Awards 


All accepted entries will be displayed in the Salon 
and then judged for awards by a competent jurv 
selected by the Art Salon Committee. 


To Obtain Entry Form 


Any physician or medical undergraduate may obtain 
an entry form and complete details from the sponsor 
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at P.O. Box 959, Montreal 3, Quebec. A short note or 
post card will bring the form along with complete in- 
structions on how to prepare and ship your entries. 


Art Salon Calendar 


The Physicians’ Art Salon Calendar, an attractive 
desk piece, based on Salon exhibits, will again be pre- 
pared by Frank W. Horner Limited. The Calendar re- 
produces selections from the award winners and is 
distributed to all physicians in Canada, with the 
compliments of the Company. 





JOURNEE MEDICALE A 
L'HOTEL-DIEU DE ST-JEROME, 
LE 20 MAT 1961: 


A LINTENTION DES PRATICIENS 
DE LA REGION 


Cetrre journée médicale com- 

G, mencera a 9 am. Les 
% conférenciers parleront de 15 a 
M G % 20 minutes chacun. Cette jour- 
“ née médicale est approvée par 

2 an OH 4 , ° es 
. le Collége de Médecine Géné- 


By @ 
CaN EN rale du Canada, pour un credit 


d'études de 6 heures de la Caté- 
gorie I. 


Diagnostic clinique des lésions mammaires. Dr 
Gaston Forget, C.S.P.Q., F.R.C.S. (Chirurgie). 

Anesthésie moderne et science de base. Dr Paul 
Marcoux, C.S.P.Q., C.C.R.C. (Anesthésie). 

Thyroide et métabolisme. Dr Charles Filteau, 
C.S.P.Q., F.R.C.P.[C] (Médecine). 

Les lombalgies et sciatalgies. Dr Paul Mailhot, 
C.S.P.Q., F.R.C.S.[C] (Orthopédie ). 

Infections a streptocoques chez Yenfant. Dr 
Roger Blanchard, C.S.P.Q., C.C.R.C. (Pédiatrie). 

Ulcéres d’estomac et duodénal. Dr Jean Paul 
Thibault, C.S.P.Q., F.R.C.S.[C] (Chirurgie). 

Dysménorrhée et traitement. Dr Marcel Laur- 
ence, C.S.P.Q., C.C.R.C. (Gynécologie ). 

Les syncopes. Dr Marcel Barrette, C.S.P.Q.[C] 
( Cardiologie). 

Les urgences abdominales. Dr Paul Marc St 
Pierre, C.S.P.Q. (Chirurgie). 

Déclanchement du travail en obstétrique. Dr 
Jacques Champagne, C.S.P.Q. (Obstétrique). 

Traitement des brilures thermiques. Dr Yves 
Prévost, C.S.P.Q., F.R.C.S.[C] (Chirurgie plastique). 

Rétention urinaire. Dr Jean Mercier, C.S.P.Q. 
( Urologie). ‘ 

Traitement d’urgence des traumatismes thoraci- 
ques. Dr Léo Richer LaFléche, C.S.P.Q., C.C.R.C. 
(Chirurgie thoracique ). 


M4 








GENERAL PRACTICE 973 





SURVEILLANCE REPORT OF EPIDEMIC 
OR UNUSUAL COMMUNICABLE 
DISEASES 


PsiIrTACOSIS 


An outbreak of psittacosis involving four members of 
one family has been reported from Calgary, Alta. The pa- 
tients, 3 females aged 44, 8 and 7 years respectively, and 
one 12-year-old male, complained of a febrile illness asso- 
ciated with dry hacking cough, lethargy and pallor. One of 
the blood samples taken was reported positive. Reports are 
not yet available on the other blood samples. All patients 
recovered. 

The interesting feature of this outbreak is that the family 
budgerigar, which became sick and died about two weeks 
before anyone in the household developed symptoms, had 
been with the family for eight years. Since the bird had 
not, as far as is known, been in contact with any other 
bird during that time, it would appear to have had a latent 
infection of at least eight years’ duration. 


INFECTIOUS HEPATITIS 


An outbreak of infectious hepatitis involving about 45 


_ persons has been reported from Montgomery, Alta., a town 


of some 5000 inhabitants on the western outskirts of 
Calgary. 


MEASLES ENCEPHALITIS 


A severe case of measles encephalitis has been reported 
in an 8-year-old boy from Nanaimo, B.C. Measles is preva- 
lent in the area. 

About 150 cases of mumps were reported in the Nanaimo 
region during the latter part of February. 


Q FEVER 


A case of Q fever has been reported in a 38-year-old farm 
worker in the County of Richmond, Quebec. The diagnosis 
was confirmed by serology. The titres were as follows: 
first, 1:8; second, 1:256; third, 1:256; fourth, 1:128. 


INFLUENZA 
United Kingdom 


The British Ministry of Health reports that the epidemic 
of A2 influenza is subsiding in all parts of England and 
Wales. Since the peak week ending February 11, 1961, 
when 1393 influenza: deaths were reported, substantial de- 
creases have been reported in the following weeks: to 
February 18—972; to February 25—568; to March 4—340. 
The figures for the corresponding weeks last year were: 
38, 42, 56 and 42. 


SMALLPOX 


Madrid was officially declared a smallpox infected local 
area on February 21, 1961. Fifteen known cases have been 
reported to date. The disease was imported to Madrid by 
a girl aged four flying from Bombay to Rome on TWA 
(flight 809) on January 26 and to Madrid from Rome on 
Alitalia (flight 346), arriving on January 27. The diag- 
nosis was made on February 6 and death occurred on 
February 14. A secondary case was diagnosed on February 
21 in a family friend. To March 4, 13 further cases were 
reported in Madrid at the hospital where the first case was 
admitted. All known cases have been isolated. A smallpox 
vaccination program is now in progress. 

Department of National Health 
and Welfare. 


Ottawa, March 11, 1961. 


DR. JOHN L. CAMPBELL, 84, died at his home in 
Saskatoon, Sask., on March 6. A graduate of the Uni- 
versity of Toronto Medical School, Dr. Campbell prac- 
tised for a short time in Ontario before completing 
postgraduate studies in London, England, and New 
York. After returning to Canada in 1909, he opened 
a practice in Rosetown, Saskatchewan, and then moved 
to Kerrobert, where he continued to practise until his 
retirement in 1948. Dr. Campbell’s many years of 
medical service were acknowledged by the College 
of Physicians and Surgeons, Saskatchewan, and the 
University of Toronto. 
He is survived by his stepson, Dr. F. R. Smith. 


DR. ABRAHAM O. FREEDMAN, aged 76, former de- 
partment head at Montreal’s Jewish General Hospital, 
died March 31, in Montreal. After graduating from 
McGill University in 1908, Dr. Freedman returned and 
lectured in anatomy at the University. He retired as 
head of the nose, ear and throat department at the 
Jewish General Hospital, Montreal, in 1950. 


DR. RALPH A. HUGHES, 76, medical officer with 
Canadian and British armies in World Wars I and II, 
died in Kamloops, B.C., on March 9. Born in Kingston, 
Ont., Dr. Hughes graduated from Queen’s University 
Medical School in 1908. After service as medical officer 
in England during World War I, he returned to Canada 
and practised in the Maritimes and Western Canada. 
At the beginning of World War II he rejoined the Army 
as medical officer and retired as lieutenant-colonel in 
1946. He was a past president of the Canadian Medical 
Association, New Brunswick Division. 
Surviving are his widow, son and two daughters. 


DR. GREGORY NOVAK, 73, died at his home in 
Winnipeg on March 6. Born in the Western Ukraine, 
he came to Canada with his parents and family 53 
years ago and settled in Saskatchewan. He taught 
school in Saskatchewan and Alberta and took his pre- 
medical training in the University of Alberta before 
going to McGill University Medical School, where in 
1919 he was the first Ukrainian in Canada to graduate. 
He practised in Winnipeg for forty-one years, was 
attending physician to many Ukrainian organizations 
and was active in the Red Cross Society. 

He is survived by his widow, a son and four 


daughters. R.M. 


DR. MELVILLE J. SPROUL, 71, died March 10 at 
his home in Cornwall, Ont. A graduate of McGill Uni- 
versity Medical School in 1914, Dr. Sproul opened his 
first medical practice in Apple Hill, Ont., in 1915. 
In 1929 he moved to Cornwall, where he continued to 
practise until his death. 

He is survived by his widow and son, Dr. Robert 
Sproul of Cornwall. 


DR. EDGAR T. WOOD, 71, medical practitioner *in 
Westmeath, Ontario, for forty years, died in Pembroke, 
March 23. Born in Brockville, he graduated from 
Queen’s University Medical School in 1921 and opened 
his Westmeath practice in the same year. 
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THE PHYSIOLOGICAL BASIS OF MEDICAL PRAC- 
TICE. 7th ed. Charles Herbert Best and Norman Burke 
Taylor. 1554 pp. Illust. The Williams & Wilkins Com- 
pany, Baltimore, Md., 1961. $16.00. 


The seventh edition of Best and Taylor’s “Physiological 
Basis of Medical Practice” has undergone a drastic 
revision. Previous editions were largely the product of 
the authors, who can now be described as editors, 
since most of the chapters have been amended, revised 
or rewritten by a group of contributors who are well 
known for their special knowledge in particular fields. 
Sections on the Blood and Lymph, and on Metabolism 
and Nutrition, have been revised, but with only es- 
sential-changes, by members of the Departments of 
Physiology) and Medical Research at the University of 
Toronto. The section on Circulation has been almost 
entirely rewritten by Donald E. Gregg, so that it bears 
little resemblance to the earlier editions. This is a 
commendable change. The chapters on the Nervous 
System have been rewritten or edited by Sir Bryan 
Mathews or Paul C. Bucy. Similar changes have been 
achieved in the chapters on Respiration, Kidney Func- 
tion, Digestion, and the Special Senses. G. W. Harris 
and B. T. Donovan, well known for their authoritative 
researches in the endocrine field, have revised the 
chapter on the Ductless Glands, but with only such 
changes as recognize recent discoveries. 

The book contains 200 pages more, and weighs one 
pound more than the sixth edition. It contains 1469 
pages of text; the ease of reading has been improved 
by the practice of listing the chapter headings and 
section headings in bold type. References, which in 
former editions were published more or less as an 
Appendix with the Index, are now appended to each 
chapter to which they are appropriate. This is a great 
advantage, but unfortunately at times they seem to 
constitute a list of papers or monographs which had 
been consulted when the original text was written, 
and not infrequently the name of the author of the 
reference is not mentioned in the current text. 

This book may be considered a reliable storehouse 
of information for reference by practitioners in medi- 
cine, and a valuable text for students of physiology. 
The reviewer has recommended Best and Taylor to all 
his students since the first edition appeared in 1937, 
but he finds that unfortunately they protest that the 
book is too large and too comprehensive for their study 
time; they prefer shorter texts. Nevertheless he still 
believes that they should use it, at least as a reference 
book. 


YEAR BOOK OF DRUG THERAPY. 1960-1961 Series. 
Edited by Harry Beckman. 587 pp. Illust. Year Book 
Publishers, Inc., Chicago, Ill., 1961. $8.50. 


With the large number of new products offered 
monthly, and the concomitant flood of literature, physi- 
cians find it increasingly difficult to evaluate all or any 
of the members of a new drug family. Is Drug B better 
than Drug A, and is either of them better than Drug 
K which has been in use for many years? Does the 
increased efficiency of a new drug also carry with it 
increased toxicity? 

“The Year Book of Drug Therapy” was designed 
specifically for the busy practitioner, and its 1960-61 
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edition demonstrates this. From an introductory chapter 
on “Bases for Judgment of a New Drug”, through a 
brief but critical review of over 200 new drugs, to a 
series of condensed reports on the actions and effects 
of both older and newer drugs (grouped: under the 
disease or section for easier reference), this whole 
book serves as a guidepost in choice of medication. 
The healthy scepticism and dry wit of its editor, Dr. 
Beckman, is a refreshing extra dividend. 

This book should be used by every medical practi- 
tioner who wishes to keep abreast of modern therapy. 


THE PURPOSE AND PRACTICE OF MEDICINE. Sir 
James Spence. 308 pp. Illust. Oxford University Press, 
Toronto, 1960. $6.50. 


This book is a well-documented and lucidly written 
collection of some of the research projects done by Sir 
James Spence, who, in addition to being a first-class 
investigator, pediatrician and administrator, was prim- 
arily a humanitarian.’ This volume should be part of 
every pediatrician’s library. After reading it, the physi- 
cian could do no better than lend it to a final-year 
medical student or intern. In this age of accumulation 
by man of volumes of scientific knowledge, the average 
medical student forgets his sparse acquaintance with 
the art of concise, grammatically correct phrasing. We 
think and act “in summary”. 

How refreshing to read a sentence such as the 
following, found on page 76, in the chapter on “Pink 
Disease”: “Weary but unable to sleep, tired but in- 
capable of resting, it [the child] looks up for sympathy 
and turns away in disgust as if we, with the onlookers, 
are incapable of either understanding its sufferings, or 
relieving its distress.” 

The book is divided into five parts. The first deals 
with the nature of disease, the second with the study 
of disease, the third with family life and disease, the 
fourth with the care of the sick child, and finally the 
practice of medicine in the training of doctors. 

Those of our profession concerned in any way with 
the academic training of doctors would be well advised 
to read this volume. 


HYPOTHERMIA: FOR THE NEUROSURGICAL PA- 
TIENT. Antonio Boba, 124 pp. Illust. Charles C Thomas, 
Springfield, Ill.; The Ryerson Press, Toronto, 1960. $6.50. 


During the past decade cerebral circulatory oc- 
clusion permitted by hypothermia has allowed the 
neurosurgeon to deal successfully and safely with 
vascular malformations and tumours. In this mono- 
graph the author, a New York anesthesiologist, has 
attempted to provide a concise practical guide to the 
production and management of hypothermia for neuro- 
surgery. 

The book is divided into three chapters. Chapter one 
provides an excellent account of the mechanism of and 
response to cooling by the cardiovascular, respiratory 
and central nervous systems. Chapter. two describes 
how the changes produced by hypothermia may be in- 
fluenced and measured in practice, while Chapter three 
is devoted to the technical details of anesthetic manage- 
ment. 

Dr. Boba has succeeded in presenting an excellent 
short review of the physiology of hypothermia, ‘point- 
ing out areas where controversy exists, and the first 
two chapters contain considerable fundamental informa- 
tion. 


‘ 
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However, in dealing with the clinical management of 
hypothermia the author makes many statements and 
advocates some practices which are unlikely to find 
general agreement amongst Canadian anesthetists. For 
example, he advocates the complete avoidance of all 
premedication, especially with the belladonna drugs 
which it is suggested will lead to cardiac inefficiency. 
Despite this the author induces anesthesia with 5% 


‘thiopental sodium, “as large a dose as possible without 


producing respiratory arrest”, and maintains it with 
ether and oxygen. Curiously, the use of ether is recom- 
mended but cyclopropane is avoided owing to its ex- 
plosibility. The author is opposed to assisting ventila- 
tion but says that if a respiratory acidosis occurs it is 
“best treated by opening the breathing circuit to room 
air and increasing the flow of oxygen”. 


Cooling is achieved by immersion in ice-water for 
approximately one hour, which seems unnecessarily 
long, and one is surprised to read of temperature being 
recorded rectally despite the work of Cooper, Kenyon 
and others who showed the better correlation between 
mid-esophageal temperature and that of the heart and 
brain. 


Each chapter is followed by appropriate references 
and at the conclusion of the book is a detailed account 
of the management of six cases. An index is provided. 
Both printing and illustration are excellent. 


This book provides the anesthetist with a useful in- 
troduction to the mechanisms of hypothermia, but wider 
reading would be necessary to obtain a balanced view 
of current clinical management. 


SURGERY IN THE AGED. Edited by Frank Glenn, S. 
W. Moore and John M. Beal. 534 pp. Illust. McGraw- 
Hill Book Company, Inc., New York; McGraw-Hill Com- 
pany of Canada Limited, Toronto, 1960. $17.50. 


Cast us not away at the time of old age, when 
our strength has departed, abandon us not. 
Psalm 


This book, written by the staff of the New York Hos- 
pital, repeats the biblical plea and demonstrates where 
surgery is now most helpful in the aged. There are 
several excellent chapters including the physiology and 
metabolism of the aged, anesthesia for the aged, and 
plastic and reconstructive surgery. Other-chapters are 
not so satisfactory, not because they are poorly com- 
posed but because they contain nothing different from 
the ordinary surgical textbook. These latter chapters at 
the beginning and end indicate that in the aged the 
mortality and morbidity from surgical procedures are 
higher (as expected) but rarely is stress placed on the 
individual problems in the aged. Gynecological prob- 
lems are omitted. 


The average life span of people in civilized countries 
has increased from 50 years in 1900 to 70 in 1958. 
Now one-quarter of the total population in these 
countries are over 60 years of age. 


Because degenerative diseases occurring in this age 
group cause chronic ill-health in a high percentage of 
these people, any acute disease which is superimposed 
is a greater and different problem than in the younger 
ages. This book attempts to answer many of these 
problems and does it well in most cases. In the opinion 
of this reviewer, this book fills a void in our medical 
literature. Further revisions will no doubt make it more 
complete, without increasing its size. 
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MODERN TRENDS IN DIAGNOSTIC RADIOLOGY. 
Third Series, J. W. McLaren, 274 pp. Illust. Butterworth 
& Co. (Canada) Ltd., Toronto, 1960. $15.00. 


The Modern Trend Series gives the medical profession 
the opportunity to keep in touch with changes and 
progress in every branch of medicine. This volume, 
which is the third series, attempts to record the ad- 
vances in knowledge in diagnostic radiology which 
have taken place in the last seven years, since publica- 
tion of the Second Series in 1953. The editor has made 
his selection for the most part from the writings of 
British and Scandinavian authors. 


The opening chapters deal with new apparatus, 
techniques, protective methods for both patients and 
radiological staff, and the progress made in clinical 
research due to diagnostic radiology. There is a chapter 
on angiocardiography covering progress made in this 
field since 1953. Cineradiography is perhaps the most 
promising addition to angiocardiography. Many radio- 
logical procedures are dealt with, and detailed dia- 
grams and plates illustrate the technique and media 
used for x-raying the various systems throughout the 
body. Included are discussions of soft tissue radio- 
graphy, cerebral angiography and uncommon lesions 
of bone. Many methods which were scarcely known 
ten years ago now form part of everyday radiography. 
A chapter on contrast media contains tables listing 
many agents now in use, giving their registered trade 
names. These are mostly European products, many of 
which are infrequently used in Canada. The chapter 
on “The Present Position of Radiology in Obstetrics” 
by E. Rohan Williams, M.D., is a particularly logical 
approach to this very important subject where the 
benefits to be derived are balanced against possible 
alleged hazards. The book contains many excellent 
reproductions of radiographs of all systems of the body. 


LUMBAR DISCOGRAPHY AND LOW BACK PAIN. 
Donald DeForest Bauer. 82 pp. Illust. Charles C Thomas, 
Springfield, Ill.; The Ryerson Press, Toronto, 1960. $5.50. 


This is an unusual book, obviously written by an 
enthusiast for discography. The author’s enthusiasm 
is exemplified by ‘his statement “The frankly herniated 
disc is strikingly portrayed so that referring physician, 
patient, relatives, attorney and jury are quick to 
recognize and believe the evidence.” 

It is assumed that the reader is familiar with the 
author’s terminology and his personal ideas about back 
pain and disc disease. Since the author’s terminology 
is not well explained, the book may be found difficult 
by some readers. He stresses the association of low 
back pain and disc disease but mentions sciatica only 
in passing. In many centres, sciatica is considered the 
most important symptom of symptom-producing lumbar 
disc protrusions. 


The book is mainly an atlas of discograms based on 
the author’s personal material of some 400 cases. He 
states that the distinction between normal and diseased 
discs will become clear only after study of many 
normals but he fails to show clearly the borderlines 
of normal or the early pathological changes. The ab- 
normalities which he describes as “penetration”, 
“herniation”, “rupture” and “degeneration” are well 
illustrated but there is little attempt to correlate the 
radiological with the anatomico-pathological findings. 


The atlas is followed by chapters on technique and 
practical applications. In the latter, the author advo- 
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cates injection of hydrocortisone into the disc in cases 
of low back pain due to “discogenetic causes”. 

The chapter on the research value of discography 
touches lightly on the problems of pre-employment 
spine examinations and of asymptomatic lesions of the 
lumbar spine. The final chapter entitled “Interest of 
the Legal Profession” is the text of a talk given to 
Oregon plaintiffs’ attorneys in 1957. It illustrates well 
the difficulties and dangers of talking to laymen. Over- 
simplifications and generalities must be used that give 
the layman impressions that are incorrect. For instance, 
the author writes “. . . a positive myelogram should 
be supplemented by discography to assure the surgeon 
that his operation will be complete and therefore 


.successful”. From this, attorneys could infer that dis- 


coidectomy should always relieve the patient of his 
symptoms. We known that this is not always so. 


DISC LESIONS. AND OTHER INTERVERTEBRAL 
DERANGEMENTS., E. J. Crisp. 158 pp. Ill 


ust. E. & S. 
Livingstone Ltd., Edinburgh; The Macmillan Company 


of Canada Limited, Toronto, 1960. $2.50. 
This small book provides a reasonably clear account of 
the management of backache by physical methods. This 
has always been a contentious topic, and the author’s 
views do not resolve the traditional arguments. One 
questions some of his concepts of the pathological 
mechanisms responsible for certain types of backache. 
For example, while the idea that the synovial fringe 
in a zygapophyseal joint can be “nipped” provides a 
facile explanation for a sudden attack of backache, 
those of us accustomed to the gross appearance of 
these joints at operation have great difficulty in 
swallowing this concept. Similarly, fibrosis of the liga- 
mentum flavum appears to be a purely imaginary 
pathological change. There are some grossly misleading 
illustrations. Figure 17 shows a patient with typical 
sciatic scoliosis due to root pressure from a prolapsed 
disc, yet this is ascribed to “synovial impingement”. The 
author then contradicts himself in Figure 20 which 
describes how the spine deviates in the presence of a 
disc herniation (and incidentally the explanation of 
the direction of deviation given in this illustration is 
exactly the opposite of the generally accepted view). 

While the book is open to a good deal of perfectly 
legitimate surgical scoffing, it does contain a wealth 
of practical tips on the conservative management of 
backache. In this respect it must not be forgotten that 
the majority of backaches respond to simple measures 
and thus, for its price, this book is a worthwhile in- 
vestment for the general practitioner who sees patients 
with backaches either occasionally or frequently. 


HANDBOOK OF PHYSIOLOGY. 43rd ed. R. J. S. Me- 
Dowall. 759 pp. Illust. John Murray (Publishers) Ltd., 
— Longmans, Green & Company, Toronto, 1960. 

10.00. 


This book is unique in that the first edition was pub- 
lished 112 years ago. Throughout its 43 editions, under 
three authors — Kirkes, Haliburton and McDowall —it 
has unashamedly been concerned with the preparation 
of medical students for examinations. Its long history 
indicates that it has indeed been useful to students who 
are studying physiology for the purpose of passing 
certain examinations. That students should be tempted 
to deny themselves the profit and pleasure obtainable 
from a real study of the subject seems a pity. The pre- 
face implies that the responsibility for this situation 
rests on the examiners. 
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A FUNCTIONAL: APPROACH TO NEUROANATOMY. 


Earl Lawrence House and Ben Pansky. 491 pp. Illust. 
McGraw-Hill Book Company, Inc., New York; McGraw- 
Hill Company of Canada Limited, Toronto, 1960. $12.50. 


This book links the parts of the nervous system into 
functional mechanisms. It provides a concise account of 
the anatomy and embryology of the brain and cord and 
then describes the pathways systematically — general 
somatic afferent, special somatic afferent and so on. 
Reflex pathways and the “conscious” pathways are 
described, neuron by neuron. The text is intended for 
the medical student, and clinical illustrations are in- 
cluded to strengthen his motivation. Headings and sub- 
headings make for easy reading and the illustrations 
are simple helpful line drawings that amplify the text. 
The text is not free of questionable interpretations. For 
example, the nucleus of Perlia is described as an ac- 
commodation centre. There are also minor slips such as 
the numbering of the layers of the lateral geniculate 
body. An atlas of sections and a useful list of references 
to the modern literature is included. 


The text is beautifully set up and is an excellent 
example of the result of co-operation of publisher and 
authors. 


PATHOLOGY. A Dynamic Introduction to Medicine and 
Surgery. Thomas M. Peery and Frank N. Miller, Jr. 625 
pp. Little, Brown and Company, Boston, Mass.; J. B. 
Lippincott Company, Montreal, 1961. $5.50. 


This new book lies somewhere between a synopsis of 
pathology and the larger detailed textbooks and refer- 
ence works. Its aims are set out clearly in the foreword. 
The theme of continual change in the evolution of the 
disease process and its clinical course to termination 
has been given prominence. 


The book is divided: into 30 chapters covering 626 
pages in small type which may bother some readers, 
but to offset this disadvantage, sectional and marginal 
headings are used very freely. Main features, key words 
and phrases are underlined to catch the eye in scanning 
quickly the subject matter. The early chapters deal 
with basic pathological changes. Then follows a dis- 
cussion of diseases involving the various systems and 
parts of the body in an order much like that followed 
in the usual standard textbooks. 


In many parts of the book, etiology, pathogenesis and 
functional derangement appear to be glossed over 
lightly. It is generally conceded that disturbed function 
has much to do with the clinical manifestations of 
disease and yet little attempt has been made to estab- 
lish clinical-pathological correlations. One is often left 
clutching the air and wishing for further amplification 
and elucidation. 


This book is a succinct, epitomized compendium of 
pathology. It contains no graphs, tables or illustrations. 
In these days of visual aids in teaching when “one 
good picture is worth a thousand words”, the absence 
of illustrations may surprise the reader. The authors 
explain this situation by saying that continual change 
in the evolution of pathological lesions cannot be 
depicted in still pictures. 

Obviously this work is the product of the authors’ 
great wealth of pathological. experience. It is up to 
date and mentions virtually every pathological eondi- 
tion which has been described. References to literature 
are not extensive but include more recent and key 
publications. © © yx Tosi 
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This book should be useful to the graduate student 
and the practising physician wishing a quick review of 
pathology. In this reviewer’s opinion it is not particu- 
larly suitable for the undergraduate medical student 
who is undertaking a study of pathology for the first 
time. 


VERLETZUNGEN BEI KINDERN UND JUGEND- 
LICHEN (Injuries in Infancy and Childhood). Dr. W. 
Ehalt. 432 pp. Illust. Ferdinand Enke Verlag, Stuttgart, 
W., Germany, 1960. 


The introduction to this book states the surprising 
fact that between the first and eighteenth years of life 
more deaths are caused by injuries and accidents than 
by all other diseases together. During the first year, 
however, diseases other than injury take more lives, 
because the infant is not yet fully active. 

Childhood injuries are discussed up to the end of 
the period of growth, which is about the eighteenth 
year. Following the well-known division of the World 
Health Organization, these groups are considered: 

1. Newborn babies.—At this stage the baby may 
have undergone birth trauma. 

2. Under one year.—The injuries occur usually in the 


home and are due to swallowing objects, falling out 
of bed, etc. 


3. 1 to 4 years (preschool age).—Two-fifths of the 
accidents are in and around the home. About one-third 
of these are street or traffic fatalities. The rest are due 
to burns, poisoning, drowning, etc. 

4. 4 to 14 years (school age).—The accidents occur 
away from the home. | 

5. 14 to 18 years (youth).—Sports and play are in 
the foreground as causes, along with traffic accidents. 

The part of the book dealing with statistics, pre- 
ventive measures and first-aid treatment makes inter- 
esting reading; and a good introduction is provided 
to the principles of treatment of wounds, soft tissue 
injuries and general orthopedic problems. A separate 
part describes the regional injuries in excellent detail. 
Emphasis is laid upon the fact that at every age there 
are somatic and psychic differences which should be 
known in order to treat these cases properly. 

This book successfully directs our attention to the 
field of pediatric orthopedics, and should be of great 
aid to all who are called upon to treat these injuries. 
The presentation is a clear, concise and up-to-date 
account obviously drawn from experience. Those who 
are able to read: German will find this book of definite 
assistance and a valuable source of information. 


INACTIVATION OF VIRUSES. Annals of the New York 
Academy of Sciences, E. C. Pollard and A. R. Taylor 
(Conference Co-Chairmen). Vol. 83, Art. 4. 513-760 pp. 
Illust. The New York Academy of Sciences, New York, 
1960. $4.00. 


This publication is a collection of papers presented at 
a meeting of the New York Academy of Sciences, 
March 1959, at which the subject of discussion was 
“The Inactivation of Viruses”. The publication is 
extremely valuable for all teachers of microbiology and 
postgraduate students in the field of virology. Various 
methods of inactivation of viruses are described in full, 
for example, inactivation by properdin, specific anti- 
body, formalin, ultra-violet light and heat. 


/ 
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KERNICTERUS AND ITS IMPORTANCE IN CEREBRAL 
PALSY. A erence presented by the American 
Academy for ee Pa 306 pp. Illust. Charles C 
Thomas, Springfield, Ill., 1961. $8.75. 


Unfortunately, as is aida in the preface, there 
has been considerable delay in the publication of the 
proceedings of this conference. The first two presenta- 
tions relate to the biochemistry of hyperbilirubinemia. 
These are brief, and well done. However, since the 
papers were presented, a great deal more work has 
been done in this field. The bulk of the volume is taken 
up with an excellent presentation of the pathology as 
studied in 80 cases of kernicterus and seven cases of 
posticteric encephalopathy. This is a very complete 
presentation. Attached to the book is a table giving 
the clinical and autopsy data on the 80 cases. The 
bibliography is most complete. 

This is followed by an interesting chapter on the 
auditory deficits in the child with kernicterus. The con- 
cluding chapters are on the clinical problems. 

The section on pathology is highly recommended. It 
will serve as a standard reference on the problem for 
a long time. 


PEDIATRICS 1960-61. Edited by Robert A. Lyon. Davis 
Monograph Series. 96 pp. Illust. F. A. Davis Company, 
Philadelphia; The Ryerson Press, Toronto, 1960. $3.75. 


This booklet “is designed to provide a concise re- 
view of current pediatric subjects for the busy physi- 
cian who does not have the time to read extensively in 
a wide variety of specialty fields”. The 1960 issue has 
six reviewers and covers Blood, Communicable Dis- 
eases, Endocrinology, Heart Disease, Gastrointestinal 
Disease, Neurology, Newborn and Respiratory Diseases. 

This range of subjects is well chosen for the busy 
pediatrician but the content in some areas seems un- 
suited in certain ways for the hurried practitioner. One 
would feel that review articles calling attention to a 
subject might dispense with the practice of listing 
dosages of drugs; these can be sought out from the 
original article if the practitioner is interested in detail 
for a particular situation: Similarly, singularly rare dis- 
eases could be omitted from the review unless their 
presence points up an underlying principle or clarifies 
some physiological or biochemical phenomenon. Such 
criticism applies to the inclusion of a case of “aortitis 
and hypertension”—a rarity not likely to be recognized 
by a physician even after reading this interesting de- 
scription. It would make for easier reading if the 
bibliography were at the bottom of each page or at 
the end of each review instead of being at the end of 
the monograph. The paper is of good quality and the 
type easily read. The booklet is well indexed. 


NONNARCOTIC DRUGS FOR RELIEF OF PAIN AND 
THEIR MECHANISM OF ACTION. Annals of the New 
York Academy of Sciences, F. M. Berger (Conference 
Chairman). Vol. 86, Art. 1. The New York Academy of 
Sciences, New York, 1960. $3.50. 


This monograph consists of a collection of 29 papers 
by various authors, dealing with present concepts of 
(a) the physiology of pain, (b) its psychological 
aspects and measurement, and (c) the pharmacology 
and therapeutic effects of non-narcotic analgesic drugs. 
With increasing knowledge it is evident that the sali- 
cylates lead to many important peripheral tissue 
changes, and the remarkable therapeutic versatility of 
these agents is emphasized. Although the site of action 
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of salicylates has not yet been defined precisely, con- 
siderable evidence indicates that their analgesic action 
may not be confined to the central nervous system, 
but might rather involve some peripheral metabolic 
tissue action leading to a reduction of local edema. 


A large section of the monograph deals with studies 
on the newer types of analgesic agents (carisoprodol 
and phenpyramidol) which lead to both skeleta! muscle 
relaxation and analgesic effects, although the inter- 
relationships of these actions have not been established. 
An important section of the work concerns thé evalu- 
ation of non-narcotic drugs in various types of head- 
aches (vascular or migraine, muscular or tension and 
post-traumatic), and emphasizes both the need for a 


-+good physician-patient relationship and a flexible ap- 


proach to the use of drugs in these conditions. Finallv, 
various aspects of the antirheumatic, sodium-retaining 
and uricosuric properties of phenylbutazone and _ its 
analogues afé-considered with special reference to (a) 
their biochemical transformation in the body, (b) their 
experimental pharmacological actions, and (c) their 
evaluation in rheumatoid arthritis. 

Although the exact mechanisms of the pain-relieving 
actions of these various types of agents are still un- 
known, this monograph presents a clearly written and 
informative account of the present status of this group 
of drugs. The sections dealing with the clinical evalu- 
ation of analgesic activity and the effects of drugs in 
rheumatoid arthritis are of special practical importance. 
The book also provides, throughout, an adequate biblio- 
graphy of earlier work in this field, and should be a 
valuable source of reference for all doctors concerned 
with the use of these commonly employed pain- 
relieving drugs. 


CASUALTY SERVICES AND THEIR SETTING. A Study 
in Medical Care. 135 pp. Illust. Published for the Nuffield 
Provincial Hospitals Trust by the ae University Press, 
London and Toronto, 1960. $1.25 


This pamphlet is extremely timely and should be re- 
quired reading for hospital superintendents, deans of 
medical schools, and in particular those civil servants 
responsible for administering provincial hospitalization 
schemes. It reports the results of a survey made by the 
Nuffield Provincial Hospitals Trust of casualty (i.e. 
emergency) facilities in British hospitals. This survey 
was a direct result of a conference held in 1957 at 
Christ Church, Oxford, to discuss future trends in 
medicine. There it became very apparent that both 
medical and lay people were seriously concerned about 
the inadequacies of emergency facilities in Great 
Britain. While many of the difficulties (and the solu- 


tions offered) were peculiar to Britain’s combination 


of ancient buildings and dense population, the same 
fundamental problems lie ahead of us in this country. 
This is particularly true now that the government is 
entering both the prepaid hospitalization and medical 
care fields, and one cannot help but feel that this would 
be a good time to examine the British experience in 
the matter of hospital care. 

It is pointless to review in detail the contents of this 
pamphlet. It is concise and extremely well written, 
and will provide a thought-provoking evening of read- 
ing for those seriously interested in this aspect of 
hospitals. 


(Continued on page 983) 
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(Continued from page 978) 


BERZSCHELL FIBEL. Einfiihrung in die Mechanokar- 
diographie (Heartsound Primer: Introduction to Mechano- 
cardiography.) K. Holldack and D. Wolf. 78 pp. Illust. 
Georg Thieme Verlag, Stuttgart, W. Germany; Inter- 
= Medical Book Corporation, New York, 1960. 
$4.00, : 


A rather large German-English dictionary, Muret- 
‘aunders, offers a choice for translating the word 
“bel”, viz.—primer, first spelling book, hornbook. The 
s,orter Oxford English Dictionary reveals that the 
\ord “hornbook” came into the English language in 
1588 and described “a leaf of paper containing the 
clphabet (often also, ten digits, some elements of 
<gelling and the Lord’s prayer) protected by a thin 
y late of translucent horn, and mounted on a tablet of 


\vood with a handle.” 


One is tempted to call this book a “hornbook” 
of heart sounds and murmurs. A quarter of an 
inch thick and nine by six inches in dimensions 
vith a shiny, firm paper: cover, it looks and feels 
lke a tablet, or a hornbook. The information about 
heart sounds which it contains, however, requires more 
than infantile knowledge of cardiovascular physiology 
and pathology to be appreciated and understood. The 
book presents the essential, practical knowledge about 
heart sounds and murmurs that existed in 1960. Its 
smallness reflects the talent of the authors to com- 
municate much in-a small space, with a clear style of 
prose around excellent diagrams, tables and, of course, 
illustrations of phonocardiograms. These latter have the 
merit of being of even quality throughout the book. 
They are as good as such illustrations can be at present; 
in this sphere much room for improvement prevails. 


A few names of contemporary workers, with whom 
the authors tend to disagree, appear, but references 
to the literature are entirely omitted. Here is a book on 
heart sounds which does not mention the name 
Laennec; this must be a great rarity. Very few errors 
could have crept into the printing of the book—this 
reviewer found only one; in the table on page 47, 
referring to fusion of the opening snap and the second 
sound, the digit for the first sound instead of that for 
the second appears. Very little if any attention is paid 
to variations in the pattern of sounds and murmurs at 
other points over the precordium away from that at 
which the signs are best detected; e.g., radiation of 
murmurs, part of this subject, is almost entirely 
neglected. The list of specific abnormalities that are 
described is not all-inclusive but is well chosen. As 
usual, the subject of normal sounds and murmurs, the 
range of normal and the usual pattern, gets skimpy 
treatment. No attention is paid to differences in loud- 
ness of the two components of split sounds in bundle 
branch block. The diagrams could be more true to 
nature; the interval between two components of the 
second sound on the diagrams measures 1/5 the dura- 
‘ion of the interval between the second and _ third 
sounds, which would make the latter about .02 second, 
much too long. In the table on page 91 “extrasystoles” 
‘epresent both ventricular and atrial combined; actually 
the murmurs associated with atrial extrasystoles are 
asually louder than those with ventricular and in the 
table the two types should have been treated separately. 


These minor critical notes should not detract from 
the fact that this conveniently small book is an excellent 
primer on the subject of heart sounds and murmurs, 
studied with the recording instruments now available. 
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Books Received 


Books are acknowledged as received, but in some 
cases reviews will also be made in later issues. 


Atlas of Anatomy and Surgical Approaches in Orthopzedic 
Surgery. Vol. Il. The Lower Extremity. Rodolfo Consentino. 
264 pp. Illust. Charles C Thomas, Springfield, Ill.; The Ryerson 
Press, Toronto, 1960. $15.50. 


Human Decisions in Complex Systems. Annals of the New 
York Academy of Sciences. Vol. 89, Art. 5, pages 715-896. 
Edited by Franklin N. Furness. Illust. New York Academy of 
Sciences, New York, January 1961. 


Evaluation and Management of the Brain-Damaged Patient. 
Jerome S. Tobis and Milton Lowenthal. 109 pp. Illust. Charles 


$6 pin Springfield, Ill.; The Ryerson Press, Toronto, 1960. 
5.50. ‘ 


The Prediction of Overt Behaviour Through the Use of 
Projective Techniques. American Lecture Series. Arthur C. 
Carr, Bertram R. Forer, William E. Henry et al. 173 pp. Illust. 


Charles C Thomas, Springfield, Ill.; Th 
1960. $7.50. pring 5 e Ryerson Press, Toronto, 


Miscellaneous Notes (Tenth Series). F. Parkes Weber. 5 ; 
H. K. Lewis & Co. Ltd., London, 1961. 2s. 6d. net. 7 


The Control of Disease in the Tropics. A Handbook for Medi- 

cal Practitioners. 2nd ed. T. H. Davey and W. P. H. Light- 

ner = 7, Illust. H. K. Lewis & Co. Ltd., London, 1961. 
: . net. 


Kernicterus and its Importance in Cerebral Palsy. A Confer- 
ence presented by the American Academy for Cerebral Palsy. 
306 pp. Illust. Charles C Thomas, Springfield, Ill., 1961. $8.75. 


Klinische Chirurgie fiir die Praxis. Band III, Lieferung_3. 
Edited by O. Diebold, H. Junghanns and L. Zukschwerdt. 581 
pp. Illust. George Thieme Verlag, Stuttgart, W. Germany; 
wa Medical Book Corporation, New York, 1961. 


Specifications for Pesticides. Insecticides - Rodenticides - 
Molluscicides - Herbicides - Auxiliary Chemicals - Spraying 
and Dusting Apparatus. 523 pp. Illust. World Health Organiza- 
$10.00 Geneva; Columbia University Press, New York, 1961. 


How _to Give Your Child a Good Start. Aline B. Auerbach. 
tel eeae Child Study Association of ‘America, New York, 


The Work of WHO, 1960. Official Records of the World 
Health Organization No. 105. Annual Report of the Director- 
yee ae pp. ae in ae om French and Spanish. World 

a rganization, Geneva; Columbia Uni i Press 
York, 1960° $2.60, ia University Press, New 


The Urological Aspects of Bilharziasis in Rhodesia. R. M. 
Honey and M. Gelfand. 71 pp. lllust. E. & S. Livingstone Ltd., 
Edinburgh; The Macmillan Company of Canada _ Limited, 
Toronto, 1960. 7s. 6d. net. 


The Clinical Apprentice. A Handbook of Bedside Methods. 
2nd ed. John M. Naish and John Apley. 199 pp. Illust. John 
Wright & Sons Ltd., Bristol: The Macmillan Company of 
Canada Limited, Toronto, 1960. $2.15. 


Pathogenesis and Treatment of Cerebrovascular Disease. 
Seventh Annual Scientific Meeting of The Houston Neurological 
Society, Texas Medical Center. Houston, Texas. Compiled and 
edited by William S. Fields. 562 pp. Illust. Charles C Thomas, 
Springfield, Ill., 1961. $15.00. 


The Management of Pediatric Practice. A Philosophy and 
Guide. Hugh C. Thompson and Joseph B. Seagle. 172 oo vnust. 
Charles C Thomas, Springfield, Ill., 1961. $7.50. 


The Sturge-Weber Syndrome. G. L. Alexander and R. M. 
Norman. 95 pp. Illust. John Wright & Sons Limited, Bristol; 
an go Macmillan Company of Canada Limited, Toronto, 1960. 











THE UNIVERSITY OF LIVERPOOL 


Middlemass Hunt Chair of Tropical Hygiene 


Applications are invited for the Middlemass Hunt 
Chair of Tropical Hygiene. The salary will be within the 
range approved for clinical professorships. 

Further particulars may be obtained from the under- 
signed, by whom seventeen copies of applications (one 
in the case of overseas candidates) should be received not 
later than 1 July, 1961. Quoting Reference CV/CMAJ. 


STANLEY DUMBELL, 
Registrar. 
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1. Doaxes, J.: M. J. Kamchatka, 1: 2, 1955, giving 
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Where more than three authors are concerned in an 
article, only the first should be named, with et al. as 
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References to books should be set out as follows: 


Pickwick, S., Textbook of Medicine, Jones and Jones, 
London, Ist ed., p. 30, 1955. 
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the author’s expense. Magnification of photomicro- 
graphs must always be given. Photographs must not be 
written on or typed on. Identification can be made by 
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must not be recognizable in illustrations, unless the 
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CLASSIFIED ADVERTISEMENTS 
Office Space 


WELL ESTABLISHED MEDICAL CENTRE in a new 4a. 
velopment of the Montreal Island. Present population exclusive 'y 
attached to this centre over 3000. Expansion to 500 under wa, 
Suitable for a busy general practitioner or for a group 
specialists willing to work together. Present average gro; 
income close to $15,000 annually. Office may be expanded. Ea 
terms to be discussed. Please write P.O. Box 451, Station & 
Laurent 9, Montreal. 


FOR RENT.—OFFICE OF E.N.T. SPECIALIST being \. 
cated. Available June 1, 1961. Thriving practice. Southwest 
Ontario. Good hospitals. Certificated ophthalmologist in sa) 
building. Reply to Box 393, CMA Journal, 150 St. George ¢ ., 
Toronto 5, Ont. 





- SRPa 





HIGH ON A HILL, BEAUTIFUL TO SEE, distinguis! 
Dutch colonial home that surpasses all others for desi; 
beauty, location, quality and price. Less than five minutes 
our golf and country club, modern hospital, school, shoppi 
centre. Large living room, natural fireplace, formal dini 


Gyor a 


ow 


small lake. Modern kitchen, same view. Recreation room wi} 
bar, open fire-place, outside entrance to patio. Three bedmon ; 
four piece bathroom, Garwood oil furnace, private drive, gara; 
While this home has the appearance of one residence, it w 
built for two familias with solid brick wall through centre 
house for complete privacy. Separate side entrances has ; 
room suite, fulh.bas¢ment, oil furnace, mutual drive. Excelle)t 
for an office for-a specialist in the medical field or gener.:| 
practitioner. Simply a majestic piece of real estate which w |! 
enchant the most discriminating buyer for quiet enjoyment 
incomparable natural beauty. Write to Box 42, Ingerso''. 
Ontario, or phone 1361 for an appointment. 





Positions Wanted 


LOCUM WANTED IN QUEBEC OR ONTARIO for one moni! 
in April, May, or June by 1956 McGill graduate who is doin 
postgraduate training. Should have previous experience wit! 
Locums. Reply to Box 379, CMA Journal, 150 St. George St 
Toronto 5, Ont. 








OBSTETRICIAN-GYNECOLOGIST, fellowship eligible. Cana 
dian born, Canadian graduate, American trained. Age 3}, 
married. Desires association with another obstetrician, clini 
or group, anywhere in Canada. Available July 1961. Reply to 
Box 414, CMA Journal, 150 St. George St., Toronto 5, Ont. 





Positions Vacant 





WELL-EQUIPPED ALBERTA CLINIC has vacancy for 
assistant in general practice, starting May-June 1961. Previous 
experience an asset but not essential. Pleasant personality 
preferred. Partnership prospects for right person. Reply with 
details to Box 404, CMA Journal, 150 St. George St., Toronto 
5, Ont. 





OPHTHALMOLOGIST WANTED for general English-speak- 
ing hospital. Applicant should be licensed and certified, or 
eligible to be certified, in the province of Quebec. Reply to 
box 946, CMA Journal, 150 St. George St., Toronto 5, Ont. 


WANTED.—General practitioners, by rapidly growing north- 
western Ontario clinic. Minimum starting salary $700 per month 
for physicians with one year’s rotating internship. Adjustments 
made for additional experience and training. Opportunity for 
entry into partnership. Reply to Box 181, CMA Journal, 150 
St. George St., Toronto 5, Ont. 


ASSISTANT WANTED for active, varied, general practic 
in northern Ontario, in association with two other doctors. 
Initial arrangement by salary and car allowance with opportun- 
ity for permanent arrangement if mutually agreeable. Popula- 
tion in immediate vicinity about 10,000 with population of area 
served about 40,000. Good facilities. Excellent opportunity to 
gain experience in all fields of medicine. Reply to Box 219 
CMA Journal, 150 St. George St., Toronto 5, Ont. 











OTOLARYNGOLOGIST to take charge of E.N.T. departmen: 
with a large well-established Toronto group, good salary ‘an 
opportunity for partnership. Reply to Box 229, CMA Journal, 
150 St. George St., Toronto 5, Ont. 








WANTED.—Assistant to complete busy four-man genera 
practice group in southern Ontario. Position available Jul) 
1, 1961. Preference for recent Canadian, male married graduates 
ixcellent training and experience in all aspects of genera! 
practice. including: obstetrics, pediatrics, surgery, and anes 
thesia. New 100-bed hospital. Salary $650 per month, and ful! 
ear allowances. Vacation with pay. Interview to be arranged 
Reply giving full particulars to Box 269, CMA Journal, 15! 
St. George St., Toronto 5, Ont. 


OPHTHALMOLOGIST.—$15,000 per annum guaranteed, plus 
commission to take full charge of department, excellent hospita! 
acilities, immediately available to successful applicant. Larg« 
city close to Toronto. This is a most attractive opening to a 
competent physician. State full particulars in first letter. Repl) 
to Box 196, CMA Journal, 150 St. George St., Toronto 5, Ont. 








WANTED.—July 1, assistant for busy general practice in 
suburb of Toronto area. Opportunity for partnership, salar) 
plus bonus arrangement and car allowance. Please writ« 
stating age, experience, references. marital status, and religion 
to Box 360, CMA Journal, 150 St. George St., Toront6 5, Ont. 
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MEDICAL NEWS in brief 


(Continued from page 964) 


i961 ROME GENETICS 
CONFERENCE 


fhe 1961 Rome Genetics Con- 

fc rence will be held in Rome, Italy, 
fy m September 7 to 12. Special 
e phasis is being placed on the 
sunjects listed in the Scientific Pro- 
e.im, for which invited papers 
\ ll be presented; contributed 
p pers may be submitted and read 
diring the afternoon sessions on 
a v subject included in or directly 
r iated to the study of human gen- 
cS. 
Full membership in the Con- 
ference is open to all genet- 
icists, entitling them to take part 
i: all Conference meetings, to read 
papers and to present exhibits. 
Associate membership is open to 
the relatives of full members and 
to university and college students, 
entitling them to attend the scien- 
tific meetings of the conference and 
to visit the exhibition. The registra- 
tion fees are: full membership in- 
cluding complete Proceedings, 
$30.00; full membership without 
complete Proceedings, $15.00; as- 
sociate membership, $10.00. All re- 
mittances (cheque or money order) 
should be made payable either to 
the Organizing Committee or to 
any office of the Wagons-Lits/Cook 
Travel Agency. 

Arrangements have been made 
to provide Conference Members 
with either advance abstracts 
of the papers or the full Proceed- 
ings or both. The Abstracts of the 
papers read at the Conference may 
be obtained from the Excerpta 
Medica Foundation at a cost of 
$5.00. 

An Exhibition of Human Gen- 
etics will be set up by the Organ- 
izing Committee with the co- 
operation of several Italian and 
foreign. exhibitors, providing infor- 
nation about scientific progress for 
Conference members and an illus- 
tration of the function and scope 
«: human genetics for the general 
public. 

Materials for the exhibits should 
». sent to the Organizing Commit- 
t'2 by the end of July 1961, or 
tiey may be brought by the ex- 
hibitor not later on September 
5. In the latter case the Exhibi- 
tion Committee will provide tech- 
u.cal assistance but may not be 
«le to guarantee equally satisfac- 
tory location. 


A Ladies’ Committee will pre- 
pare the Ladies’ Program (and pos- 
sibly a Children’s Program), to be 
published at a later date. The So- 
cial Program for all members will 
include a reception by the Mayor 
of Rome at the Capitol (September 
6) and the Official Banquet (Sep- 
tember 9). Other events will be 
announced later. 


In addition to conducted tours 
during the Conference an official] 
Conference Tour will be arranged, 
after the Conference, to Naples, 
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Sorrento, Amalfi, Salerno and Paes- 
tum. Individual tours are suggested 
for the days immediately preced- 
ing the Conference. 

While Members are obviously 
free to apply to any agency of their 
choice, the Wagons-Lits/Cook 
Travel Agency has been appointed 
official travel agency of the confer- 
ence and will have their own liai- 
son personnel working with the 
Secretariate. Requests for accom- 
modation should be sent to the 


(Continued on page 22) 





now! by mouth! a liquid 
bronchodilator terminates 
acute asthma in minutes 
with virtually no risk of 


gastric upset 


ELIXOPHYLLIN 


oral liquid 


Following oral dosage of 75 cc. Elixophyllin, mean blood levels of theo- 
phylline at 15 minutes exceed those produced by 300 mg. aminophylline 
I.V.2—and therapeutically effective® levels persist for hours.1 


} No sympathomimetic stimulation 


} No barbiturate depression 


} No suppression of adrenal function 


Each tablespoonful (15 cc.) contains theophylline 80 mg. (equivalent to 
100 mg. aminophylline) in a hydroalcoholic vehicle (alcohol 20% ). 


For acute attacks: Single dose of 75 
cc. for adults; 0.5 cc. per Ib. of body 
weight for children. 


For 24 hour contrcl: For adults 45 
cc. doses before breakfast, at 3 P.M.., 
and before retiring; after two days, 
30 cc. doses. Children, 1st 6 doses 
0.3 cc.—then 6.2 cc. (per Ib. of body 
weight) as above. 


1. Schluger, J. et al.: Am. J. Med. 
Sci. 233:296, 1957. 


2. Bradwell, E. K.: Acta med. 
scand. 146:123, 1953. 


3. Truitt, E. B. et al: J. Pharm. 
Exp. Ther. 100:309, 1950. 


herman idonalinies 


Windsor, Ontario 
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MEDICAL NEWS in brief 
(Continued from page 21) 


Wagons-Lits/Cook Travel Agency 
not later than June 15, 1961. 

Further information from: The 
Secretariat, Instituto Gregorio 
Mendel, piazza Galeno, 5, Rome, 
Italy. 


POLIOVIRUS VACCINES 


The hope expressed last fall by 
the Surgeon General that the Sabin 
oral poliovirus vaccine would be 
marketed in the United States be- 
fore the summer of 1961 is not being 
realized. There is some disagree- 
ment as to whether the pharma- 
ceutical manufacturers are finding 
it difficult to meet the safety stand- 
ards for commercial production 
set by the National Institute of 
Health or whether, for their own 
reasons, they are simply not inter- 
ested in pushing the production 
of the Sabin vaccine. In any event, 
it is unlikely that significant quanti- 
ties of the vaccine will be available 
in the United States before 1962 at 
the earliest. 

The continued use of the Salk 
(killed-virus) vaccine should, 
therefore, be vigorously promoted 
by health agencies and by physi- 
cians, so that as many people as 
possible below the age of 50 will 
be protected by the full series of 
four injections. According to the 
U.S. Public Health Service, the 
incidence of paralytic polio is now 
highest among “babies and bread- 
winners” in low-income families— 
indicating where the greatest effort 
to encourage the use of the Salk 
vaccine is needed. 

Public Health Service _ figures 
show that in the United States as 
a whole during the year 1959, 
paralytic polio was prevented in 
about 95% of those who received 
four injections of Salk vaccine (J. 
Salk, Lancet, 2: 715, 1960). The 
commercial Salk vaccines are be- 
ing steadily improved in potency 
and uniformity, and there is reason 
to hope for even better results this 
year. Notwithstanding controversy 
over the respective merits of live- 
and killed-virus vaccine, once the 
oral poliovirus vaccine becomes 
available it is likely that both vac- 
cines will be used to eliminate 
poliomyelitis as a public-health 
problem.—The Medical Letter, Vol. 
3, No. 4, 1961. ; 


TWO GROUPS BACK 
A.M.A. STUDY ON 
MEDICAL CARE COST 


Two prominent organizations in 
the health field have pledged their 
support and assistance to the 
studies being conducted by the 
American Medical Association’s 
tin on the Cost of Medical 

are. 


Ata recent meeting of the com- 
mission in Chicago, G. Bugbee, 
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president of the Health Informa. 
tion Foundation, and N. F. Parish, 
assistant executive vice-president of 
the National Association of Blue 
Shield Plans, offered their co. 
operation in determining the causa- 
tive factors in health care costs. 
The commission, establishec by 
the A.M.A. last June, is making a 
three-year study to gather and 
evaluate accurate statistics and 
authoritative information on health 
care costs. Its findings are expe :ted 
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to clarify the manner in which the 
public spends its medical care 
doll:r for such items as physician 
services, hospitalization, drugs, 
dental care, and health insurance 
prozrams. Mr. Bugbee volunteered 
to share with the commission 
stucies made by the Health In- 
for: ation Foundation, including 
tho e on utilization of hospital 
fac ities, trends in medical care 
exy nditures, and health care of 


the aged. 


Representing the National Asso- 
ciation of Blue Shield Plans, Mr. 
Parish reported that his organiza- 
tion would provide information on 
the evolution and growth of surgi- 
cal care prepayment plans as well 
as on the extent and scope of 
present coverage. 

The commission is composed of 
15 physicians, headed by Chairman 
Louis M. Orr, Orlando, Fla., and 
Vice Chairman David B. Allman, 


| ults of 104 “problem” diabetics 
Heated with... 


: fe 
3 i 
a 
4 cf 

“fy 


ir to excellent control in 91 of 104 diabetics (88%) 


achieved with DBI use alone or combined with exogenous insulin. 


ore useful and certainly more serene lives’’... 
many diabetics ‘‘phenformin (DB1) has been responsible for adjusting 
t situations so that patients whose livelihood was threatened, whose 
ace of mind was disturbed because of lability of their diseases, have been 
stored to more useful and certainly more serene lives.”’ 


0 evidence of toxicity” due to DBI was found in this serics. 


| Pielatively low incidence of gastrointestinal reactions 


@ithe irug in only 5 of the 104 patients. 


7 #s observed, serious enough to warrant discontinuance 


lyo: DBI, alone or with insulin, to enable a maximum number of 
bet'cs to enjoy continued convenience and comfort of oral therapy 


; the satisfactory regulation of... 


able adult diabetes - sulfonylurea failures 


| | Bstcble (brittle) diabetes 


ington-funk laboratories, division 
s. vitamin corporation of canada, Itd. 


2 L-ummond Street, Montreal, Canada 


| BBborclay, P. Li: JA.M.A. 174:474, Oct. 1, 1960 
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Atlantic City, N.J., both past presi- 
dents of the A.M.A. 

Dr. Orr stressed the need for an 
objective study of medical care 
costs. He said: “Too many of the 
economic surveys and studies on 
medical care costs begin with a 
preconceived notion of what the 
situation is. The data gathered are 
then fitted to support this prejudice. 
We will be as objective and honest 
as possible in our study so that our 
findings will not be open to 
question or criticism.” 

The commission accepted a grant 
of $10,000 from the Charitable, 
Educational and Scientific Founda- 
tion of the Wisconsin State Medi- 
cal Society. The funds will be used 
to conduct a field study within the 
state on medical care costs. 

In addition to its physician mem- 
bers, the commission will be served 
by numerous experts from allied 
fields, industry, education, labour, 
and government. These consultants 
will advise the three committees 
of the commission investigating the 
areas of the economics of medical 
care, financing mechanisms, and 
the impact of the developments in 
diagnosis, therapy, and clinical 
management of disease on the cost 
of medical care—A.M.A. News 
Release. 


THIRD ANNUAL MEDICAL 
STAFF SYMPOSIUM, 
MEMORIAL HOSPITAL 

OF LONG BEACH 


The Third Annual Medical Staff 
Symposium of The Memorial Hos- 
pital of Long Beach will be held at 
the hospital on May 24, 1961. The 
guest speaker will be Henry 
Brainerd, M.D., Chairman, Depart- 
ment of Medicine, University of 
California School Medicine. 
Further information may -be ob- 
tained from: George X. Trimble, 
M.D., Secretary, Memorial Hospital 
of Long Beach, 2801 Atlantic 
Avenue, Long Beach, Calif. 


CANADIAN 
NEUROLOGICAL SOCIETY 


The Canadian Neurological So- 
ciety will meet in Montreal June 
15 to 17 inclusive. Meetings will 
be held in Notre Dame Hospital 
and the Montreal Neurological 
Institute. Further information may 
be obtained from J. Preston Robb, 
M.D., Secretary-Treasurer, Cana- 
dian Neurological Society, 1610 
Pine Avenue W., Montreal. 
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